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Message from the Director-General 



Infectious diseases 
are attacking us 
on multiple fronts. 
Together they 
represent the world's 
leading cause of 
premature death. 



We stand on the threshold of a 
new era in which hundreds of 
niilhons of people will At bst 
be safe froin some of the world s most 
terrible diseases. Sooner rather than 
later poliomyelitis, leprosy, guinea-worm 
disease, river hlindncss, Chagas disease 
and neonatal tetanus will join smallpox 
as diseases of the past. Already, about S 
out oi 10 of all the worlds children are 
protected by immunization against six 
major childhood diseases. 

These achievements would have 
been impossible without a dedicated 
international effort in creating aware- 
ness and stimulating action focused on 
the control of these diseases. 

However, The World Health Report 
1996 shows that we ^ilso stand on the 
brink of a global crisis in infectious dis- 
eases. No country is safe from them. No 
countr\' can any longer afford to ignore 
their threat. 

The optimism of a relatively few 
years ago thai many of these diseases 
could easily be brought imder control 
has led to a fatal complacency among 
the international community'. This com- 
placency is now costing millions of 
lives - lives that we have the knowledge 
and the means to save, yet we are al- 
lowing to trickle through our fingers. 
Furthermore, most of the lives lost are 
in the vital age groups that societies rely 
on to alleviate poverty - school-age 
children and working-age adults - the 
potential workforces of tomorrow, and 
the actual workforces of today. 

Infectious diseases are attacking us 
on multiple fronts. Together they rep- 
resent the world's leading cause of pre- 
mature death. Ac least 1 7 million people 
were killed by them last year, including 
about 9 million young children who died 
from such preventable causes as diar- 



rhoea and pneumonia. Millions more 
were disabled even though effective 
measures to prevent them are available. 

Many countries and the interna^ 
tional community have reduced their 
investment in the control of diseases 
that cause heavy ecom)mic and human 
tolls. The socioeconomic development 
of many nations - their prospect of a 
better future - is being crippled by the 
burden of these diseases. Other coun- 
tries are paying a huge price in lost for- 
eign currency income from food trade 
and tourism as a result of epidemics of 
cholera, plague and c^her diseases. 

Major diseases such as malaria and 
tuberculosis are making a deadly come- 
back in many parts of the world. In ad- 
dition to HIV/AIDS, other new- and 
highly infectious diseases such as Ebola 
haemorrhagic fever are emerging at an 
imprccedentcd rate - at least 30 have 
been recorded in the last 20 years - and 
many of them are incurable. Until rc' 
cently, antibiotics were regarded as the 
solution to many infectious diseases. 
Today they are becoming less and less 
effective as resistance to them spreads. 
Meanwhile, evidence gathers on the 
role of viruses, bacteria and parasites in 
the genesis of deadly cancers of the 
stt)mach, cervix and liver. Fears are also 
growing of a possible food chain link 
between bovine spongiform encepha- 
lopathy (BSE or "mad cow disease") and 
a form of the incurable Crcutzfcldt- 
Jakob disease in humans, due to an iii' 
fectious agent that affects the brain. 

Todays crisis is likely to get worse 
before it gets better. Internal and inter- 
national movement of populations 
including refugees and migrants> hap- 
hazard and uncontrolled urbanization, 
economic development and changes in 
patterns of land use as well as in ecol- 



ogy and climate are creating new oppor' 
tuiiities for the spread of infections. Be- 
cause of rapidly incredsin>j international 
air travel, there is also a growing risk that 
diseases will spread within days or even 
hours from one continent to another. 
The expanding world trade and market' 
ing of foods carries with it the threat of 
foodhorne diseases. 

Changes in lifestyle and behaviour 
are an additional factor in the emer- 
gence of some infectious diseases, par- 
ticularly those that arc sexually 
transmitted. 

As well as identifying these prob- 
lems, this report recommends workable 
solutions. ltsugge,sts priorities, spelling 
out what must be done by the global 
community at national, regional and 
international levels. The only answer to 
a global threat is a global response - a 
response of the kind that saw smallpox 
vanquished for ever, and saw the pro- 
tection of the world's children as a pri- 
ority. What is needed n(nv is global 
solidarity that goes beyond selfish inter- 
ests and national boundaries; it tnust 
provide a tn.ily unprecedented response 
to make this world a safer and healthier 
one for all - rich or poor, male or female, 
young or old. 

The focus now must be to renew the 
attack on chose major diseases that are 
already targets for elimination or eradi- 
cation. Extra resources must he mobi- 
lized against them, because to slacken 
the pace now would be to compromise 
progress already made. The surveillance 
and control of infectious diseases 
must be improved, and laboratory facili- 
ties for rapid recognition of outbreaks 
and moniroring antibiotic susceptibility 
have to be strengthened; they should 
be in the tnainstream of health systems 
development. Intensive research oti 
new and emerging diseases and on 
ways of controlling them has to be pro- 
moted and supported. If catastrophe is 
to be avoided » education oi people in 
simple personal hygiene practices 
and basic food safety measures should 
be intensified. 



The report also shows what the 
World Health Organization is undertiik- 
ing m a wide range of activities against 
infectious diseases. The experience of 
dealing with recent outbreaks of chol- 
era, plague and Ebola haemorrhagic fe- 
ver has shown the need to strengthen 
global preparedness and readiness for 
epidemics. As it supports development 
of national expertise and capability, the 
Organization is strengthening its ow^n 
capacity to respond rapidly and more 
efficiently to calls for help in such emer- 
gencies. It aims to have a team of ex- 
perrs at the location of an outbreak 
anywhere in the world within 24 hours 
of being officially notified of it. Extra 
resources are being s(^ught to fund these 
operations. 

The world has lost sight of its prior- 
ity to reduce poverty through better 
health and foster development by fight- 
ing disease. Today, infectious diseases are 
not only a health issue; they have be- 
come a social problem with tremendous 
consequences for the well-being of the 
individual and the world we live in. We 
need to recognize them as a common 
threat that has been ignored, at great 
cost, for too long, and to build the glo- 
bal soUdarit^^ to conftont them. What 
is required is the commitment of the 
international community to helping 
countries most at risk to help them- 
selves. By helping each other, nations 
united protect the world and protect 
themselves. 

The. World Health Report 1 996 shows 
what can he dcme. It provides an expert 
and unique assessment of the crisis in 
infectious diseases and issues today 
a call for action that the world must not 
ignore. 

Hhoshi Nokojim MA Pli^D, 

Director-Qenewl 

World Health Ofgonizofm 
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Chapter 1 

"Hie state of worid health 



A fatal complaceitCY 

Until a relatively few years ago, 
there was a sense of optimism that 
the long struggle for control over 
infectious diseases was almost over. 
Smallpox \vas eradicated. Poliomyelitis, 
guinea-worm disease, leprosy, Chagas 
disease and neonatal tetanus were tar- 
geted for eradication or elimination. 
Some 8 out of 10 of the world's children 
were immunized against half a dozen 
killer diseases. Antimicrobial drugs were 
effectively suppressing countless infec- 
tions. 

But cautious optimism has turned 
into a fatal complacency that is costing 
millions of lives every year. The strug- 
gle for control, far from being over, has 
reached a critical stage. Infectious dis- 
eases remain the world's leading cause 
of death, accounting far at least 1 7 mil- 
lion (ahour 33%) of the 52 million peo- 
ple who die each year. Apan from those 
17 millicm — about 9 million of whom 
are young children - up to half the 
world's population of 5,72 billion peo- 
ple are at risk of many endemic diseases. 

Diseases that used to be restricted 
geographically, such as cholera, are now 
striking in regicms once thought safe. 
Wliile somt diseases have been almost 
completely subdued, others such as ma- 
laria and tuberculosis that have always 
been among our greatest enemies arc 
fighting back with renewed ferocity. The 
role of infectious agents in the develop- 
ment of many types of cancer is becom- 
ing more evident. 

New diseases, new threats 

New and emerging diseases, combined 
with the rapid spread of pathogens 
resistant to antibiotics and of disease- 
carrying insects resistant to in.secticides, 
are daunting challenges to human 



health. The new diseases range from 
AIDS to little- known but equally lethal 
viral infections. In many cases, their 
source is unknown, as is the reason for 
their emergence. More often than not, 
no specific treatment is yet available for 
them. 

Antibiotic resistance in hospitals 
worldwide threatens to leave medical 
and public health workers virtually help- 
less in the prevention or treatment of 
many infections. Many of the most pow- 
erful antibiotics have been rendered 
impotent. Disastrously, this is happen- 
ing at a time when too few new drugs 
are being developed to replace those 
that have lost their effectiveness- In the 
contest for supremacy, the microbes are 
sprinting ahead. The gap between their 
ability to mutate into drug-resistant 
strains and man's ability to counter them 
is widening fast. 

These are tragic developments, 
given the achievements that have been 
made in global disease control. The dis- 
covery of antibiotics, the development 
of vaccines and, more importantly, the 
introducti(m of environmental .sanita- 
tion measures coupled with better un- 
derstand ing of infectious disease 
epidemiology, have been invaluable 
weapons in the fight for human health. 

Ironically, the present crisis is being 
acted out against a global economic and 
demographic background that again 
gives some cause for optimism. Indus- 
trialized countries are emerging from 
recession. Inflation is relatively under 
control. Clear signs of economic recov- 
ery are visible in many countries mak- 
ing the transition from central planning 
towards market systems. 

Developing countries arc enjoying 
relatively high rates of growth in their 
gross domestic product. Even in Africa 
where many of the world's least devel- 



Diseases that used to he 
restricted geographically, 
such as cholera, are now 
strihing in regions once 
thought safe. 
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The re-emergence of 
infectious diseases is a 
warning that progress 
achieved so far towards 
glohd security in health 
and prosperity may 
he wasted. 



oped countries arc found, modcsr ceo- 
nomic improvcnients arc discernible. 
Global rates of births and deatbs arc 
decreasing. Life expectancy in general 
is increasing; and more people are en- 
joying improved quality of life, better 
employment prospects and freedom to 
travel. 

The price of failure 

However, the re -emergence of infectious 
diseases is a warning that progress 
achieved so far towards global security 
in health and prosperity may be wasted 
unless effective development policies are 
formulated, and commitments are made 
to implement them nationally and in- 
temationally. 

Infectious diseases range from those 
occurring in tropical areas (such as ma- 
laria and dengue haemorrhagic fever, 
which are most common in developing 
countries) to diseases found worldwide 
(such as hepatitis and sexually transmit- 
ted diseases, including HIV/AIDS) and 
foodborne illnesses that affect large 
numbers of people in both the richer and 
the poorer nations. 

Infectious diseases are also classified 
according to their mode of transmission 
from their source (human, annual or 
environmental) to a new host. Trans- 
mission can happen by direct person-to- 
person contact, through insects and 
other vectors, by way of contaminated 
vehicles such as water or food, and in 
other more complex ways. The reality 
today is that there are ominous trends 
on all fronts- By focusing on the way dis- 
eases are transmitted, this report ex- 
plains how the present situation has 
arisen, and what human interventions 
are needed in order to achieve preven- 
tion or control. 

Ttie struggle for control 

A few examples illustrate the impact of 
infectious diseases on human health and 
development: 

• Malaria - the worst of the insect- 
borne disea.ses - still .strikes up to 
500 million people a year, kdling at 
least 2 million. 



• Acute lower respiratory infections kill 
almost 4 million children every year. 
Tuberculosis, similarly spread from 
person to person, kills 3 million peo' 
pie a year and one- third cf the glo- 
bal population carries the bacilli that 
cause it. 

• Diarrhoea! diseases, spread chiefly by 
contaminated water or food, kill 
nearly .3 milli(^n young children every 
year. Cholera epidemics are occurring 
in countries ranging from vSouth-East 
Asia to the Middle East, and ^ls far 
apart as western Africa and South 
America. 

• HZV^ the virus that causes AIDS, is 
predominantly transmitted sexually, 
and has already infected up to 24 mil- 
[ion adults, of whom at least 4 mil- 
lion have died- More than 330 
million new cases of other sexually 
transmitted diseases occurred in 
1995. 

• Viral hepatitis is an(^ther major prob- 
lem worldwide. This term is used to 
describe a group of several distinct 
infections which are similar in many 
ways, but which nevertheless differ 
in some of their characteristics, and 
in their prevention and control, Ac 
least 350 million people are chronic 
carriers of the hepatitis B virus, and 
another 100 million are chronic car- 
riers of the hepatitis C virus. At least 
a quarter of them will die of related 
liver disease. 

• Some of the ten million new cases of 
cancer diagnosed in 1995 were caused 
by viruses (hepatitis B and hepatitis 
C among them), bacteria and para- 
sites. WHO estimates d\at 15% of all 
new cancer cases could be avoided 
by preventing the infectious diseases 
associated with them. 

Breaking the chains 

in all types of infectious disease, preven- 
tion and control depend on breaking the 
chains of transmission. A handful of dis- 
eases are within range of elimination or 
eradication in the next few years and 
others are under control, thanks largely 
to effective public health measures ( par- 
ticularly global immunization pro- 
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grammes) and other inten^entions. Po- 
liomyelitis and guinea-worm disease, for 
example, could be eradicated by the end 
oi the century. Other diseases, such as 
leprosy, could be ehminated as public 
health dangers by reducing their preva- 
lence to a very low level. 

Attaining freedom from infectious 
disease is one of humanity's foremost 
preoccupations. But breaking the chains 
that shackle people to these diseases is 
an immensely difficult task. It has been 
fully achieved only once, with the last 
reported Ccise of smallpox in 1977. Tl\e 
fact that such success has nor been re- 
peatcd is due not primarily to lack of 
knowledge or tools, but more to logis- 
tics problems and a series of events and 
developments, some natural and others 
man-made, that have occurred in recent 
years. Some are poverty- re la ted, while 
others arc the consequences of eco- 
nomic prosperity 

Obstacles to success 

Poverty is on the increase, so that hun- 
dreds of millions of people are btjund by 
their living conditions to the daily haz- 
ard of infectious disease. More than one- 
lifth of the world's population lives in 
extreme poverty. Almost a third of all 
children arc undernourished. Half the 
people in the world lack regular access 
to the most needed essential drugs. 

Continuing global population 
growth, combined with rapid urbaniza- 
tion, means that many millions of cit\- 
dwellers are forced to live in over- 
crowded and unhygienic conditions, 
where lack of clean water and adequate 
sanitation provide breeding grout\ds for 
infectious disease, High<]cnsity popula- 
tions raise the risk of respiratory diseases 
and tho.se transmitted through cxmtact 
with pathogens in food and water. 

In addition, more than 90% of ex- 
pected population growth in the com- 
ing decades will be in the developing 
regions of Africa, Asia and Latin 
America - the regions of richest biologi- 
cal diversity. Human encroachment on 
tropical forests has brought populations 
with little or no disease resistance into 
close proximity with insects that carry 



malaria and yellow fever and other, 
sometimes unknown, infectious diseases. 

Because of the ectmomic and social 
crises that still affect many ccuintrics, 
health systems which should offer pro- 
tection against disease have, in extreme 
cases, cither collapsed or not even been 
built. The immediate result is a resur- 
gence of diseases that were once under 
control or should be controllable, given 
adequate resources. Disabled by these 
diseases, some societies are vmablc to get 
themselves back on their feet and can- 
n(^t afford the health services that they 
need. 

Migration and the mass movement 
of millions of refugees or displaced per- 
sons from one country- to another - as 
the result of wars, civil turmoil or natu- 
ral disasters - also provide fertile breed- 
ing grounds for infectious diseases and 
keep them on the move (Box J ), 

Increases in international air travel 
and the growing traffic in trade and tour- 
ism mean that disease-producing organ- 
isms, the deadly as w^ell as the 
commonplace, can be transported rap- 
idly from one continent to another 
(Map I ). There are now about 5 000 air- 
ports with scheduled worldwide services. 
Air travel has increased by almost 7% a 
year in the last 20 years and is predicted 
to increase by over 5% a year during the 
next 20 years. 

Reporting o\ infectious diseases now 
poses serious economic threats to trade 
and tourism. Some countries impose 
unjustified restrictions on travellers 
coming from infected countries; others 
are tempted to conceal information 
about infections within their own bor- 
ders. The result is a fragmented, unco- 
ordinated approach to mfectious disease 
control and inadequate global informa- 
tion to allow worldwide monitoring. 

As a result of changes in human 
sexual behaviour, more people arc ex- 
posed to sexually transmitted diseases. 
Worldwide, almost a million people 
contract such diseases every day, mostly 
young adults. 

Other changes in global ftHxi trade 
create new opportunities fot infections 
to flourish. They mclude the shipment 
of livestock; food production, storage 



In many countries, 
health systems which 
should offer protection 
against disease have, in 
extreme cases, either 
collapsed or not even 
been built. 
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Box L Migratha mdtnfedms fBseases 

The impact of infernotionol (nigration on the global spreod of infectious diseases is likely to 
increase as more people move oround the mAi foster and over loager distorKes than 
before. History shows what can happen. Smallpox and measles were unknown in the Ameri- 
cas before the arrival of the Spanish conquistadors 500 years ago. International anxiety over 
recent outbreoks of plague in Indio ond Ebola fever in Zaire reflected the deeply rooted 
perception thof foreigners can corry contagious, possibly dangerous diseases. 

Three-quarters of the world's populotion live in developing countries. The economic po- 
Iflrizotion between rhem ond wealthier countries is leading to increased migration, as are 
internal conflicts. The workforces of mony industrialized notions increasingly depend on youthful 
immigrants from poorer countries. Today approximately 1 20 million persons live outside 
their country of birth, and millions move every year in search of better living conditions. 

The greot majority of immigrants to developed countries come from areas where many 
infectious diseoses flourish. In generol, most migratiomelated diseases manifest themselves 
shortly after migration; most, such os intestinal worms, ore foiriy harmless. Relatively few 
outbreaks of miptionhrelated maiorio end other mo$quito4)ome diseases have oaurred in % 
recent years. International migration may pose challenges to the notional services concemed 
with surveillance and control of infectious diseases, particularly when those orriving hove not 
been immunized to the some extent os the host populotion, or are not in the age group 
torgated by national immunization progrommes. 

Due to wars, civil strife ond natural disosters, mony displaced persons and refugees find 
themselves in camps where conditions ore ideol for the spreod of diseases - inadequate 
sanitotion, contaminoted woter supplies and gross overcrowding. Initially, during the first 
weeks or montiis of mokeshift camps or disorderly mass movements of populations, high 
death rates result from diorrhoeal diseases and acute respiratory infections. 

Migronts should not be seen as conveyors of infectious diseases. There ore as many 
businessmen, tourists and other short^toy visitors crossing international borders per day as 
there ore migrants per yeor. Although most of those other travellers hove the means to stay 
in clean hotels, there is ample evidence that they do not avoid close contact with the native 
population they visit, ond do bring home their share of infectious diseases. 

A worldwide review of disease detection and prevention strategies is required. The situ- 
ation is complex, given the diversity of travellers and migmnt groups, tfie geographical points 
of departure ond orrivol, arxi the differing health policies of countries. Differences in notional 
cpprooches, os witnessed during the plague outbreak, will only fuel people's fears. Assessing 
ond dealing with new and emerging infectious diseases require intensive cooperotion be- 
tween countries and miiltidisciplinary colloborotion within countries. 

These approaches must occur in a non-punitive, non-discriminatory setting that protects 
human nghts. Policies to prevent the importation of migration-related disease can be mis- 
guided, ineffective and counterproductive. In recent years, many countries introduced border 
restrictions or mandotory HIV testing of immigrants. Such screening measures spark un- 
founded suspicion of foreigners ond are useless to control HIV epidemics, 

^ttjffe; Intemolional OpnizBton fof Wigroiion (pjrsonal com^ 



and marketing; and altered eating 
habits. 

Social changes place certain age 
groups at higher risk from infectious diS' 
eases - for example the clustering of 
young children in daycare centres, and 
the growing numbers of the elderly in 
nursing homes. 

Expanding areas of human habita^ 
tion put additional millions of people 
at risk from pathogens previously rare 
or unknown as causes of human disease. 
The effects of climatic change may give 
some diseases the opportunity to spread 
to new geographical areas (Box 2). 
Antimicrobials have become ubiqui' 
tous. Microbes, meanwhile^ continue to 
evolve and adapt to their environment, 
as they have always done, adding anri' 
microbial resistance to their evolution- 
ary pathways. 

For all the reasons given above, con- 
trolling infectious diseases remains a glo- 
bal challenge. In addition, the social and 
economic costs of infectious diseases are 
far from negligible for individuals, fami- 
lies and communities {Box 3). 

The call for action is directed not 
just at those working in the field of 
health, since the reasons for the present 
crisis arc multiple. They are political, 
social, envirt)nmental and to a signifi- 
cant extent self-inflicted - the by-prod- 
ucts of the modern world. 

This report does not attempt t(5 be a 
comprehensive reference work on infec- 
tious diseases. Diseases included for il- 
lustrative purposes (Table I ) were 
selected in the following way: 

• diseases targeted by WHO for eradi- 
cation, elimination or control; 

• diseases of significance to one 
or more WHO regions (e.g. Chagas 
disease); 

• other new and emerging diseases and 
issues which are a global threat. 

The list includes all the diseases identi- 
fied for international health action by 
the World Summit for Children ( 1990), 
the Eartli Summit at Rio (1993), the 
International Conference on Population 
and Development ( 1 994) and the World 
Suimnit for Social Development (1995). 

Drawing on the most up-to-date in- 
formation available, this report provides 
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an assessment of the j^lobal impact of 
many of these diseases, identifies priori- 
ties for action against them, and recoTn- 
mends measures to be taken nationally 
and internationally. 

The global situation - 
1995 update 

As already mentioned, there were glim- 
mers of hope for the world in 1995: ris- 
ing and sustainable economic growth, 
decreasing birth and death rates, and 
slowing growth of urban populations. At 
the same time, it is clear that deep pock' 
ets of poverty, ill-health and suffering 
persist in many parts of the world, 
and are at their worst among urban 
populations and in areas torn by 
internal strife, conflict and political 
instability. 

The burden of infection? disease, il- 
lustrated by mortality and morbidity 
rates for infants, children and adults ~ 
and reflected in life expectancy - is 
heaviest of all for these populations, and 
has serious public health implications 
for the rest of the world. For control of 
infectious diseases is not merely a medi- 
cal or biological is.siie: it is a challenge 
for .society and human development. 

This section gives an overview of 
global issues relevant to human health 
m general and to the control of infec- 
titnis diseases in particular. 

The woild economy 

Present optimism about the world 
economy is based on 1995 evidence of 
the most rapid growth in total world 
output - and thus tt5tal income - of the 
1990s. Real output per capita has risen 
in most countries in the last 1 5 years. 
Less than a third of couritries were ex- 
pected to experience a decline or stag- 
nation in that output in 1995, compared 
to more than half in 1993. 

Developed market economies that 
account for about 75% of world output 
are gradually emerging from recent re- 
cession, with inflation relatively under 
control For the fourth consecutive year, 
the global domestic product of develop- 
ing countries is continuing to rise and 
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Box 2. Qimateihmge: impacts on publk health 

Scientific evidence suggests that trends in globol warming ond changing patterns of extreme 
weather conditions seen in the past few decodes moy hereld unprecedented climate change. 
These processes ore brought about by the occumulation of "greenhouse" goses in the atmos- 
phere, due to the mossive combustion of fossil hiels, lorge^cole deforestotion and the rapid 
expansion of irrigated agriculture and cattle ronching woddwide. This enhanced "greenhouse" 
effect, combined with increased ultraviolet radiation as a result of stratospheric ozone deple- 
tion, may already be affecting human heolth in many parts of the world. 

The various components of gbbol environmental change conspire to alter the potential 
for the transmission of infectious diseose. For exomple, changes in the geogmphical distribu- 
tion of mosquitos end ether corriers of such vector-borne diseases os molario, yellow fever, 
dengue ond schistosomiasis would result from climate change, deforestation ond desertification. 

However, in most countries with intense urbanization, modem agriculture and industrial 
development there will be o relativel/ small risk that vector-borne diseases would recur, as 
many of the environmental prerequisites for transmission would no longer prevail. The well- 
developed heolth care systems m some of these countries are a further safeguard against 
epidemiological contingencies. 

Sudden epidemics of some arboviral zoonoses con occur in extreme weather conditions 
which ore related to climate change ond which favour explosive population grov/th in the 
animal reservoir species or the vectors. Lyme disease, carried by ticks, is spreading in North 
America and [urope because of changed land-use patterns and milder winters. 

As a direct effect of global worming, heat-reloted mortality rates, particularly in cities, 
may increose among the very old, the young and those suffering from chronic respiratory 
and cardiovosculor disorde5. Although the heolth consequences of increased exposure to 
ultraviolet radiation oie still poorly understood, these may bad to diminishing immuni^/ to a 
variety of infectious and other diseases, including several forms of cancer. 

High temperatures and ultraviolet radiation ot graund level augment the formation of 
photochemicol "smog". Pollen levels ore sensitive to increases in temperoture os well as 
humidity. People suffering from chronic respiratory disorders (e.g. osthma, allergies} will be 
omong the first to experience such indirect impocts of climate change. 

Scientific knowledge of climote variability, climate chonge and the effects that these 
hove on public health is still incomplete. The margins of confidence for current predictions of 
climate change, based on expected emission levels of carbon dioxide and other ''greenhouse 
goses" and airborne poiticulates in the year 2050, are rather wide. Forecosting the potential 
direct and indirect impacts on heolth is therefore difficult. It is even more difficult to predict 
the indirect effects of climate change that may result from poorly understood changes taking 
place in ecosystems. The economic ond demogrophic impacts of climate change may further 
olter the risks of disease transmission and the copacity of countries to deol with them in the 
coming decodes. 

WHO seeks to coltaborate with other agencies in the UN system ond elsewhere, in order 
to develop oppropriote reseorch methodologies woddwide and to promote capacity-building 
at the country level. The oim is to assess vulnerability end assist the planning of suitable 
mitigation and adaptotbn measures to protect humon heolth. 



the trend is expected to continue in 
1996. Many countries in ttansitiontrom 
central planning to market systenis show 
clear signs of economic recovery. In At- 
rica, the overall pace of output growth 
has increased, and per capita output is 
expected not to fall in 1995. Conditions 
for a pick-up in growth arc improving 
in many of the world's poorest countries. 

All these trends are welcome. To 
gauge their influence on global healthy 
other factors such as y'lobal politics and 
trends in education, migration and 
population growth, are reviewed below. 
More specific issues affecting infants, 
children, men and women - such as fer- 
tility, life expectancy and mortality - are 
also examined. 

The global political situation 

Startling changes m world politics and 
economics in recent years have provided 
undreamed-of opportunities for some 
pe{)ples and countries, but increased 
impoverishment, inequality' and iiisecu- 
f ity for others. 

Capital, goods and people now move 
around the globe at great ^peed and ii^ a 
complex manner. Computerization cre- 
ates jobs for some and destroys them for 
others; it also results in new working 
relations and power relations within and 
between countries. These arc unavoid- 
able trends in global development. 

But while the expansion of liberal 
democracy gives freedom to many more 
people and offers new possibilities in 
nation-building and development, viO' 
lent coiitlicts and civd wars have esca- 
lated greatly since the end of the (x>ld 
War in the 1 980s. Many nations or states 
are embroiled in bitter feuds. Political 
maps ate being redrawn as a multitude 
of ethnic and political groups emerges*, 
making claims and parcelling out new 
territories. 

In many cases, massive refugee 
movements result. There arc an esti- 
mated 14.5 million refugees r(^day who 
have been granted asylum in another 
state. A further 5.4 million are displaced 
within their own countries, 4 million 
former refugees have returned to their 
homelands, and the welfare of another 
3.5 million living outside their own 
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Box 3. The {ost of htfectiotts 

Apart from causing many millions of deoths, infectious diseases re- 
duce the quolit^/ of life of millions of people, hinder children's educch 
Hon, reduce lend ovailobility for cultivation ond human habitat, 
damage productiviry ond divert available household resources, Po\^ 
erty is thus perpetuated for generations. At the 1 978 Conference on 
Primary Health Care in Almo- Ato, WHO ond UNKEF revealed not 
only the dependence of health on economic and sociol development 
but also the contribution that a healthy society can moke to develop- 
ment itself. Health is not only the end but an essential means to 
ochieve economic growth and humon welfare. International evidence 
shows how disease eradication or control can enhance development. 

The annual finoncial cost of common infectious diseases in the 
United States is estimated by the National Science and Technology 
Council OS follows (these costs, combined with dollar spent on AIDS 
and tuberculosis, exceed $120* billion per year): 

Intestinal infections 

$23 billion in direct medicol costs and lost productivity 
Foodborne diseases 

$5-6 billion in medical and productivity costs 
Sexually IransmHted diseases 

S5 billion in treatment costs (excluding AIDS) 
Influenza 

$5 billion (direct medicol costs) and 

$12 billion (bt productivity costs) 
Antibiotic-resistant bacterial infections 

$4 billion in treatment costs 
Hepatitis B virus infection 

$720+ million in combined direct and indirect costs 

The cost of 0 selection of infectious diseases in developing countries 
is estimated as follows: 

Malaria. Based on case studies in Burkina Foso, Chad, Congo and 
Rwondo, the cost of on average cose of malario in sub-Sahoron 
Africa has been calculated as equivalent to about 1 2 days of produc- 
tive output. The totnl cost for the area in 1995 was projected at 
$1 684 million or ]% of the GDP (having risen from $791 million 
or0.6%oftheG0Pinl987): 



• in Burkino Foso, the cost of each case of malario omounted to over 
1 9 doys of per capita output; 

• in Rwanda, the overage cost of each maloria cose in 1 987 was 
estimated at $11.8; 

• in Sudan, those affected by malaria were unoble to work for 22% 
of the time during the course of a year; 

• in the Solomon Islonds, a child suffering fram maloria is absent 
from school for 5.3 days on overage. 

Onchocerciasis, Since the WHO Onchocerciasis Control Programme 
was launched in 1974 in West Africa, more than 1 .7 million addi- 
tional years of productive labour have become ovailable as a result 
of control measures. An additionol 25 million hectares of usoble land 
could be made available for agricultural production. This could feed 
17 million more people a yeor. 

Treotment of intestinal helminth infection improved the results of 
cognitive function tests omong schoolchildran and reduced school 
absenteeism in Jomoicc. 

Treatment of scA/stoom/tJSis among sugar-cane cutters in the United 
Republic of Tonzonia increased their productivity. 

AIDS. The cost of treating existing coses in Rwanda potentially 
amounts to 60% of the public health budget. 

Guinea-worm. In Nigeria, rice production loses about 1 2% of per- 
son-days as a result of this riiseose. 

For families, the direct costs of medical care and lost income often 
result in severe financiol problems. Assets such as livestock and land 
are sold (as in Kenya, where ill-heolth is the cause of 24% of land 
transactions). In Cote d'lvoire, average medicol expenditure at the 
time of on illness exceeds full-time minimum-wage earnings lost as 
a result of the illness. 

Initial findings of a WtfO study confirm relationships among 
improvements in heolth status indicators such os infant mortality 
rote ond life expectancy at birth, and subsequent increases in the 
productivity of the economically active population in agriculture and 
service sectors. The relationship with productivity in the industrial 
sector is less marked but nevertheless positive. 



countries is of concern to the Unite J 
Nations Hi^^ti C Commissioner for Refu- 
gees (UNHCR). Seventy' countries re- 
port refugee populations of at least 
10 000 people. 



* Ihfoughout this leport tlie sign $ denotes United States dollcrs. 



Edufation 

Education is essential for national de- 
velopment. Globally, more than 75% of 
the adult population were literate in 
1 995 but rates of literacy varied from less 
than 50% for the least developed coun- 
tries tt) about 70% for the developing 
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Tabk L Selected mieitiovs diseases and mergjiag issues of global and/or spedfic regional signifitance, 
indudiag those recognized as important by international forums 







DisMsas of concern to: 


Diseoses 


selected <lisMS«s/(OMlitiMis 


Global 










Sootli-Eost 


Western 


identlffkid by 


by main mode cf transmlssioii 


priorities 


Afncii 


Americos 


Eastern 


EurofM 


intemafioMil 










Mediternmeoi 


Asio 


pQdfic 


forams 


Psmn to perstn 






Acute lower respirator/ infection (ALRI) 


X 


X 




X 


X 




X 


V 
A 


Diphttieria 


x 


X 




X 


X 


X 


X 


X 


Influenza 




X 


X 


X 


X 








Leprosy 


X 


X 


X 


X 




X 


X 




Measles 


X 


X 


X 


X 


X 


X 


X 


X 


Menirgococcal meningitis 




X 


X 


X 




X 


X 




Tuterculosis 


X 


X 


X 


X 


X 


X 


X 


X 


Whooping cojgh (pertussis) 


X 


X 




X 


X 


X 




X 


PolioinyBlitis, acute 


X 


X 


X 


X 


X 


X 


X 


X 


Trachoma 




X 




X 










HIV/AIDS 


X 


X 


X 


X 


X 


X 


X 


X 


Sexually transmitted diseases 


X 


X 


X 


X 


X 


X 


X 


X 


Hepatitis B, viral 


X 


X 


X 


X 


X 


X 


X 




Hepatitis C, viral 




X 


X 


X 


X 


X 


X 










Cholera 




X 


X 


X 


X 


X 


X 


X 


niorrh na^ 
Uldl 1 llUcd 


X 


X 


X 


X 


X 


X 


X 


X 


Dracinculiasis (guhea-worm infection) 


X 


X 




X 




X 




X 


Giardiasis 








X 










Hepatitis E. viral 








X 




X 






Schistosomiasis 




X 




X 






X 


X 


Shigellosis 








X 


X 








Trematode infections 








X 




X 




X 


Typhoid and paratyphoid 




X 


X 


X 


X 
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X 








Hepatitis A. viral 






X 


X 


X 


X 






Salmonellosis (other than typhoid and 


















paratyphoid) 






X 


X 


X 








Ascariasis 




X 


X 


X 




X 






Hookworm diseases 




X 


X 


X 




X 






Tetanus, neonatal 


X 


X 


X 


X 




X 


X 


X 


Tetanus, other 


X 










X 




X 


Trichuriasis 






X 


X 




























Dengue fe/et 




X 


X 


X 




X 


X 




DenguB haemorrhagic fever 




X 


X 






X 


X 




Filariasis (lymphatic) 




X 




X 




X 




X 


Japanese encephalitis 












X 






Malaria 


X 


X 


X 


X 




X 


X 


X 


Ye'low fever 




X 


X 












Chagas disease (American tr^'pancsomiasis) 


X 




X 












Leishmaniasis, cutaneous and mucocutaneous 








X 




X 






Leishmaniasis, visceral (kala-azar) 






X 


X 




X 






Onchocerciasis (river blindness) 


X 


X 


X 


X 








X 


PlaQLie 




X 


X 






X 






Sleeping sickness (African trypanosomiasis) 




X 




X 










A9imaf-bonie ^BuHB 




Brucellosis 






X 


X 




X 






Rabies (dog-mediated) 




X 


X 


X 




X 






Other new and emerging (tlseases/infectieos. 


















including: 


; X 






X 










Arbovirus infections 


















Bovine spongiform encephalopathy 


















Ebola virus infections 




X 




X 










Hantaan virus disease 






X 




X 








Lassa fever 




X 














Listeriosis 


















Other emerging issues, including: 


X 
















Antibiotic resistance and hospital mtections 




X 


X 


X 


X 
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world and 99% for the developed world. 
Although literacy rates for pecDple aged 
1 5 years and above have increased in all 
regions, most significantly amon^ 
women, nearly two-thirds of the world's 
illiterate adults are still women 
(565 million); most of them live in the 
developing regions of Africa, Asia and 
Latin America. Worldwide, the absolute 
number of illiterates is expected to de- 
cline slightly from about 900 to 870 mil- 
lion by the year 200C» but the day when 
adult illiteracy will totally disappear re- 
mains distant. 

Over a billion young people - nearly 
onC'fifth of the world s population - are 
enrolled in formal education today com- 
pared to anmnd 300 million in the early 
1950s; but a quarter of the worlds girls 
are estimated to be out-of-school com- 
pared to around one-sixth of the world's 
boys. While disparity between male and 
female literacy rates appears to be dimin- 
ishing in most developing regions, it is 
expected that illiteracy will become an 
increasingly female phenomenon by the 
year 2000. Yet achieving rapid advances 
in the educational participation of girls 
Is tied closely to overall development 
prospects in general. Although women 
are increasing their presence in higher 
education, they still encounter major 
obstacles when they tr\' to apply their 
education to social and economic ad- 
vancement. 

Populatioa and its growth 

In mid- 1995, the global population was 
about 5.7 billion people. It is projected 
to reach 7.9 billion in 2020, and 9.8 bil- 
lion in 2050. The current population 
growth rate of 1,6% a year is the lowest 
recorded since the Second World War, 
and is expected to dccUne funhcr, to 
1.3% a year by 20 10 and 0.5% by 2050. 

Not surprisingly, the decline is slow- 
est in the worlds 48 least developed 
countries, with an estimated growth rate 
of 2,9% in 1995, projected to reach 1.1% 
by 2050. The overall picture is of the 
global population growing by about 
90 million a year for the next 20 years, 



and falling to about 50 million more a 
year by 2050. By then, the least devel- 
oped countries will have a population 
of about 1,7 billion, or 17% of the total 
population, compared to about 589 mil- 
lion (about 10%) today. The develop- 
ing world will have a population of 
8.5 billion in 2050, 86% of the total 
population. 

These figures suggest that, for the 
foreseeable future, the heaviest burdens 
of ill-health will continue to fall on 
those who live in developing countries, 
especially in those countries whose 
populations are growing fastest, and 
which are least able to sustain economic 
development. 

Most of the world's countries are 
WHO Member States (190 in all), cov- 
ering a total population of 5701 million, 
or 99.7% of the world population in 
1995. 

Migration 

International migration is an important 
factor in the changing world of the 
1990s, and has influenced the composi- 
tion of societies in at least 120 coun- 
tries in the last five years. Migrants 
are usually at the peak of their child- 
bearing years and contribute to increases 
in e.stablishcd foreign or foreign-born 
populations within recipient countries. 
They tend to follow in the footsteps of 
their fellow countrymen and live con- 
centrated in particular areas. Cultural 
differences within a community raise is- 
sues of ethnic relations, .social integra- 
tion and equality- that can pose problems 
for host countries. 

Between 1990 and 1995 the influx 
of migrants has been most marked in 
Europe, the Americas and Africa. By 
contrast, more people have emigrated 
from South-East Asia, the Western 
Pacific and the Eastern Mediterranean 
than have migrated to those regions. 
African migraticm consists mainly of 
refugee movements confined to the 
same region, with the origin in one 
country and the destination in a neigh- 
bouring countr>' {Box 1 ). 



The heaviest burdens of 
ill-health will continue to 
foR on those who live in 
developing countries, 
especially those least able 
to sustain economic 
development. 
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Urbanization 

The world is becoming increasingly ur- 
banized. By 1995, about 45% or 2.6 bil- 
lion of the world's population were 
living in urban areas. The proportion is 
expected to reach 60% by the year 2025. 
It is expected that, by the first decade 
of the 21st ccnuiry, the number of ur- 
ban dwellers in the developing world 
(excluding the least developed coun- 
tries) will equal and thereafter exceed 
the rural population; the actual number 
of persons in the rural areas will also 
begin decreasing for this group of coun- 
tries (Fig. I ). 

About 200 million people now live 
in cities with populations exceeding 
10 million. That figure is expected to 
rise to 450 milhon in the next 20 years, 
almost all of the increase taking place 
in the developing world. In 1950, only 
Los Angeles and London had 
populations of 8 million or more; there 
were 20 such "megacities" in 1990 and 

% L Urbanization, least developed and other developing countries, 
1970-2020 



3 500 000 



3 000 000 




Rural: developing countries 
(excluding LDCs) 

Urban: developing countries 
(exduding LDCs) 



Rurel: least developed countries 
Urban: least developed countries 



the number is expected to reach 33 - 
with a combined population of more 
than 500 million people - by the year 
2015. 

Population growth in Asian 
megacities is largely fuelled by rapid eco' 
nomic growth, and their residents gen- 
erally enjoy improved living stand-drds. 
In Latin America, however, niiddlc class 
households in many cities have been 
experiencing declining standards of liv- 
ing and are moving to less expensive 
peripheral areas. Many of the pour, on 
the other hand, have moved back to city 
centres, and arc compelled to live in 
substandard housing due to the inad- 
equacy of residential public services in 
central city areas. For them severe over- 
crowding, inadequate waste disposal fa- 
cilities and poor water and air quality 
are among the consequences. Water sup- 
ply problems are among the most seri- 
ous hazards. 

Many cities have grown so rapidly 
and in such an unregulated way that 
their waste disposal needs, already 
unmet, will be very much greater in the 
coming decades. Some cities, particu- 
larly those in low-lying lai\d that is vul- 
nerable to flooding, will be at increased 
risk of being inundated m their own 
waste. 

Human habitats 

In the industrialized world, increasing 
urbanization has been accompai\ied by 
declining races of population growth, 
increasing average age, smaller families 
and inner-city poverty. Some industri- 
alized countries have launched long- 
term urban development and renewal 
projects aimed at improving housing, 
education, sanitation and other facili- 
ties. In others where this has nor hap- 
pened, urban decay has accelerated and 
adverse conditions have been the result, 
disproportionately affecting the poor. 

In the developing world, shortage of 
affordable housing for the majority ot 
low- income urban dwellers htis caused 
a proliferation of sUims and squatter set- 
tlements. Despite extensive efforts to 
provide decent accommodation, most 
developing countries find it ii^crcasingly 
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difficult to meet the demand for hous- 
in^^, and have had to lower ^tjandards. 
At least half of the urban population of 
developing countries live in poor-qaal- 
ity housing, with slums and squatter set- 
tlements growing twice as fast as large 
cities. 

In this context, the provision of safe 
and adequate drinking-water, sanitation 
and solid-waste disposal facilities is a 
major factor in reducing ill-health and 
suffering due to infectious diseases. Liirge 
numbers of people lack these facilities. 
One of the problems of providing them 
is that whereas "old" slums were usually 
located near cit^^ centres, today's "new" 
slums arc more often in peripheral areas 
unsuitable for conventional develop- 
ment, such as swampy plains and steep 
hillsides. 

Often services are non-existent and 
oppornmities for connecting to city wa- 
ter, sewerage and power supplies are 
poor. Consequently, there are increased 
risks of waterbome and foodbome dis- 
eases, and therefore of growmg poverty, 
for sickness means inability to work and 
k).ss of earnings. 

Fertiliiy 

Women are having fewer babies. Be- 
tween 1950 and 1970, women had an 
average of 4.7 babies. The average de- 
clined rapidly to 3.7 births by 1980; to 
3.2 by 1990, and is 3 today. Increasing 
use of contraceprives is the main expla- 
nation; higher age at marriage has also 
contributed to lowering fertility rates in 
some countries, 

Tlic rates have not fallen uniformly 
worldwide. While the rate in industri- 
alized countries is only L8 births, it is 
3.1 births in devek)pmg countries and 
5.6 in the least developed countries. The 
latter countries are lagging at least 20 
years behind other developing nations 
and most of them have not even begiui 
to see a sustainable decline in fertility. 

Although the world's total fertility 
rate has fallen by more than a third in 
the last 30 years, tlie annual number of 
births has actually risen during 1980- 
1995 by 12% because of the increase in 
the number of women in the reproduc- 



tive age group. Thus, in 1995 about 
139 million babies were bom - 16 mil- 
lion in the industrialized world, 25 mil- 
lion in the least developed countries, 
and 98 million in other developing 
countries. 

About 80% of the mothers arc esti- 
mated to be 20-35 years old. But there 
are about 15 million births to teenagers 
or women over 3 5 every year. Birth rates 
among young women aged 15-19 arc 
twice as high in the developing world 
as in the industrialized one. However, 
the teenage fertility rate in North 
America is as high as in the developing 
world. Whatever the level of develop- 
ment of a country, the number of years 
of schooling seems to play a significant 
role in early pregnancy among women 
{Table 2). 

Contraceptive practices 

The rise in contraceptive use has been 
most spectacular in developing coun- 
tries where by 1990, 53% of married 
couples were using a methcxl of family 
planning compared to below 10%», 25 
years earlier. Contraceptive practice was 
already 67% in the more developed re- 
gions by 1965 and reached 72% in 1990. 
But it was only 1 S% in Africa as a whole 
in 1990- ranging from 31% in north- 
ern Africa to only 13% south of the Sa- 
hara. In other developing countries of 
Asia, Oceania, Latin America and the 
Caribbean, it has reached 58%, while 
in eastern Asia - China, Hong Kong 
and the Republic of Korea - it is 79%. 

Globally 18% of couples resort to 
female sterilization and 4% to male steri- 
lization. Female sterilization has in- 
creased in prevalence more rapidly than 
other methods, often accounting for al- 
most all the recent increase in contra- 
ceptive prevalence. Worldwide, an 
estimated 15% of married women use 
the pill as their contraceptive; there is 
however a high prevalence of pill use 
among never- married women, mostly in 
the industrialized countries. Intrauter- 
ine devices (lUDs) account for one 'fifth 
of the contraceptive use worldwide and 
condom use about 8%, mostly among 
men. With the advent of the AIDS 



Table?. Education and clnldbkth° 



Selected countries PercMta9e of wiMWfl by 
years of sdioofin^ 



<7 >7 



Cameroon 


81 


46 


Kenya 


70 


45 


Nigeria 


66 


27 


United States 




IS'' 


Guatemala 


58 


17 


Mexico 


55 


18 


Indonesia 


52 


13 


Egypt 


51 


9 


Colombia 


46 


19 


Philippines 


40 


16 



° Women oged 20-24 who hod given birth by age 20, by years 

of schooling, latest twailable dofn 

< 12 years of education. 
^ > 12 yeors cf education. 
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Table 3. tstimated global 
magnitvdB of 
reproductive health 
€oiiceni$^ woridwidor 
1995 



Category 


Annwl 
nvmber^ 




(mllMns) 


Maternal deaths 


0.6 


Severe maternal morbidity 


20 


Perinatal mortality 


7.6 


Infants with low weigM at birth 


23 


Unsafe abortions 


20 


Curable sexually transmitted dis3ases 333 


New cases o1 cervical cancer 


0,5 


Invasive cervical cancer 


2 


Female genital mutilation 


85-110 


Couples with unmet family 




planning needs 


120 


Infertile couples 


60-80 


" ttoliG indicate told number 



pandemic however, condom use among 
single women has been increasing 
significantly. Other methods include 
hornciones, vaginal barrier mcthcxJs and 
the Norplant suhdermal implant. 

life expectancy 

Globally, average life expectancy at 
birth in 1995 was more than 65 years, 
an increase of more than three years 
since 1985. In 1995, life expectancy at 
birth in developed market economies 
was more than 77 years. It was 64 years 
for the developing world, and more 
than 52 years for the least developed 
countries. 

The life expectancy gap between the 
industrialized and the developing world 
has narrowed to 1 3,3 years in 1995 from 
25 years in 1955. But the gap between 
least developed and other developing 
countries has widened from 7 years to 
more than 13 years during the same pe- 
riod. 

Life expectancy in Africa as a whole 
has increased by 4.5 years since the early 
1980s, with an average of 53 years in 
1995. The world's lowest life expectancy 



fig. 2. Namber of deaths by various age groups, 1 98(h2020 
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is in vSierra Leone, at only 40 years - 
about half that of Japan, which has the 
world's highest life expectancy, at 79.7 
years. 

Almost two-thirds of the world's 
population live in 48 countries, includ- 
ing China and India (these two account- 
ing for 4C% of the world population), 
where life expectancy is between 60 and 
70 years. In 1995, life expectancy at 
birth in 1 21 WHO Member States was 
60 years and above. Of 50 countries with 
expectancies lower than the health Tor- 
all minimum target of 60 years, 37 were 
in Africa, and of these, 18 had a level 
below 50 years. 

Mortality 

About 52 million people died in 1995. 
The number is almost the same as it was 
35 years ago, but the global population 
has almost doubled in that time. The 
declining death rate, from 16.5 deaths 
perl 000 population in 1960 to 9.1 now, 
is reflected in global population growth 
and the increasing proportion of the eld- 
erly in developed countries. Tbe devel- 
oping world^s death rate has declined 
sharply from 20 per 1 000 population in 
1 960 to about 9 in 1995, due to mortah 
ity reduction at every age but particu- 
larly in the youngest age grou|:>s. The 
least developed countries, with a death 
rate of about 14.4 per 1 000 population, 
lag about 25 years behind other devel- 
oping nations in the decline of death 
rates. The rate is highest in Africa and 
the second highest is in Europe. The 
explanation is simple: low life expect- 
ancy in Africa; a very high proportion 
of elderly in Europe, 

Sex differentials in mortalify 

On average, a woman living in 1995 
could expect to live more than 4 years 
longer than a man - 67.2 versus 63 years. 
The female advantage is greatest in Eu-^ 
rope - 8 more years - and smallest in 
South -East Asia, where it is only one 
year. It is three years in Africa. Africa 
and Latin America have the largest male 
excess in child mortality, and south -cen- 
tral and eastern Asia a higher child 
mortality rate for girls than for boys. 
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From 1 recent stutiy on ynaternal 
nwrtality jointly carried out by WHO 
und UNICEF, it is estimated that glo- 
bally some 585 000 maternal deaths 
(prcgnancy-relHted) occur every year; 
th;<t is, nearly 80 000 more deaths per 
year than previously reported. About 
99% of these deaths occur in develop- 
ing countries: 55% in Asia (which ac- 
count.s for about 60% of the vvorkrs 
births) and 40% in Africa (which has 
20% of the worlds births). Developed 
countries, by contrast, account for 12% 
of births and less than 1% of total 
matetnal deaths. The estimated burden 
of reproductive ill health fallinij; over- 
whelm ino;ly on women is shown in 
Table 3. Most maternal deaths and preg- 
nancy coniplic:uions can be prevented 
if pregnant women have access to oood- 
quality antenatal, delivery- and postpar- 
tum care, and if certain harmful birth 
practices arc avoided. Hinvcver, less 
than 60% of pregnant women in deveh 
oping countries have antenatal care and 
only about 55%> o( women deliver with 
the lielp of trained persons, with die 
quality of care received, and the effec- 
tive skills of the "ttjincd", being 
unknown. 

Age distribution of death 

About 34 million of the 52 million 
deaths in 1995 occurred at the extremes 
of life - over 11 miUion chddren died 
before reaching the age of 5; over 22 mil- 
lion died after survivinj:^ at least 65 years. 
In Africa, more than 40% of all deaths 
were among children under 5. 

Durino 1980-1995, there were sig- 
nificant reductions globally in overall 
mortality rate bur the pace of reduction 
has not been uniform among popula- 
tions of different age groups. Tlic decline 
in the number of deaths was highest 
(2,5 million) among children aged un- 
der 5, panicularly infants, and much less 
for.<^chool-agc chddren and adolescents. 
But deaths actually increasetJ for the 
adult population aged 20-64 years 
(1,6 million). The worrying feature in 
diis pattern is the anticipated increase 
in deaths among this adult (ecotiomi- 
cally active) population group in the 
early 21st centur^^ (Fig. 2), 



Fig. 3. Infant and under-S mortality rates, 1970-2000 
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ChiU mortaNty 

Child murtalir.y is defined death un- 
dcr 5 years or the probabilit>' of dyin^ 
by age 5. The global average in 1995 was 
8 1 .7 per 1 000 Uvc births. In the devel- 
oped market economies, the rate was 8.5 
per 1 000; in the developing world, it 
was 90.6 per 1 000; in the least deveU 
oped countries it was 155,5 per 1 000 - 
1 S times higher than the low rare of an 
industrialized nation. Bad as that last 
rate is, it is not so had as it was 40 years 
ago, when in the poores-t countries 287 
children in every 1 000 died before their 
fifth birthday. 

Child mortality has declined signifi-^ 
cantly during the last 25 years, although 
the pace c^f decline has not been uni- 
form aiiion<^ children (^f different ages 
and in different groups of countries 
(Fig. 3). Globally child mortaUty de- 
clined from 134 per 1 000 live births in 
1970 to about 80 in 1995; that is, aW^ui 
40% during the period 19704995. The 

Fig. 4. E(onomi€ development and deaths among children, 1995 
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dcchne was 40% for both the developed 
and the developing world. 

The world's infant nwrtaUty rate has 
fallen by more than 37% since 1970, 
from 97 deaths in the first year of life 
per 1 OOC live births to 60 per 1 000 in 
1995. Even so» some 8.4 million infants 
died last year before their first birthday. 
There were only 6.9 infant deaths per 
1 000 live births in the most developed 
countries, but IC6.2 per 1 000 in the 
least developed countries. The average 
in developing countries was 66.6 per 
1 000. Tw-cnty-four countries had rates 
higher than 100 infant deaths per 1 000; 
1 7 of these are in Africa. The worst rates 
were in Sierra Leone ( 1 60), Afghanistan 
(159), Mali (154), Mozambique (143) 
and Malawi (139). 

Although infant mortality declined 
significantly during 1970- 1 995 , the drop 
was greatest for the developed market 
economies (66%) and lowest for the 
least developed countries (50%). Tlie 
developed world luid a much greater re- 
duction in infant mortality compared 
w'ith child mortahty, w'hile in the de- 
veloping world the situation was the 
reverse. 

WHO estimates that in 1995, there 
were more than 5 million neonatal 
deaths (deaths during the first four 
weeks of life) globally, or 36 deaths per 
1 000 live births, most of them in de- 
veloping ct)uniries. Neonatal uiorLality 
varied from 53 per 1 000 live births for 
the least developed countries to about 
5 per 1 000 live births for the developed 
market economies {Fiif. 4). About 70% 
of infant deaths were necmatal deaths 
in the developed world - developed 
market economies and economics in 
transition - but only 50% in the least 
developed countries. 

The global value for perinatal mor- 
tality (deaths during late pregnancy or 
the first week of life) was 53 per I 000 
live births in 1 995 and varied from 83 
per 1 000 in the least developed coun- 
tries to 8 for the developed market 
economies. Overall in developing coun- 
tries it is estimated that in 1995, about 
30% (3.3 million) of total deaths among 
children under 5 occurred among 
newborns within a week after birth, 
about 45% (5 million) among neonates 
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and 73% (8.2 million) among infants 
aged less than 1 year. 

Causes of death and disease 

About 17 million of the 52 million 
deaths a year are classified as due to in- 
fectious diseases of major significance. 

Most de^^ths due to infectious dis- 
eases occur in Africa and South-Easr 
Asia, and 3 small proportion in the 
Americas and Europe. 

Of more thnn 11 million deaths 
among children under a^'e 5 in the de^ 
veloping world, about 9 million have 
been attributed to infectious diseases, 
about 25% preventable by immuniza- 
tinn. In respect of infant deaths, 60% 
(5 million) of the total of 8.2 million 
were due to infectious diseases, while 
about 36% (L8 million) of neonatal 
deaths hin-e been attributed to infec- 
cioas. 

Among adult? aged 15-59 years, in- 
fectious diseases appear to be responsi- 
ble for 20% o( deaths (2.5 million). 



Control of infectious diseases 
Emerging diseases 

During the past 20 years, at least 30 new 
diseases have emerged to threaten the 
health of hundreds of millions of peo- 
ple. For many ofthe.se diseases there is 
no treatment, cure or vaccine and the 
possibility of preventing or controlling 
thern is limited. 

Emerging intectious diseases are 
those whose incidence in humans has 
incrccLsed during the last two decades or 
which threatens to increase in the near 
fiiture. The tenn also refers to newly- 
appearing infectious diseases, or diseases 
that are spreading to ncw^ geographical 
areas - such as cholera in South 
America and yellow fever in Kenya. It 
refers alstj to diseases that were easily 
controlled by chemotherapy and anti- 
biotics, but which have developed anti- 
microbial resistance (Mop 2). 

The diseases in que.stion involve all 
the major modes of tran.smission - they 
arc spread either from person to person, 



Map 2. New infectious diseases in humans and animals since 1976 

Countfies wbere coses fifst oppeored of were first identified 
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by insects or animals, or through con' 
taminatcd water or food. Examples of 
diseases - whether ''new" or "old'* - in 
Ciich i^f these modes are examined later 
in diis chapter. 

The most dramatic example of a new 
disease is AIDS, caused by the human 
iimnunodeficiency virus (HIV). The 
existence of the virus was unknown un- 
til 15 years ago, but it has since then 
infected an estimated 24 million adults 
worldwide, and that number could grow 
to a cumulative total of 40 million by 
the year 2000. 

The origins of HIV are unknown, 



Box 4. The Ebola epidemic: a model for rt^id response 

The epidemic of Ebola haemorrhogic fever in Zaire in mi(l-1995 focused InternationGi altefv 
tion on emergir^g diseases to an almost unprecedented degree, even though the number of 
people effected - 316 cases including 245 deoths- wos tiny compared to many other 
infectious diseases. 

The intense public and media interest in Ebola hoemorrhcgic fever was stirred by its 
deodliness - the epidemic hod o 77% mortality rote - its infectiousness and its dreadful 
symptoms. The average oge of those who died was 35 yeors; potients ronged from a three- 
dayi}ld baby to o 71 ^ear-old man. Mony of the victims were heolth care workers. Despite 
feofs that the disease might spread to other ports of the worid, the epidemic was confined to 
a relotively small corner of Zoire. 

This v/as due lorgely to the ropid noHonol ond international response to the outbreak. 
Stoff from who's heodquorters in Geneva and regional office in Brazzaville, Congo, arrived 
ot the site of the epidemic within 24 hours of notificotion in Geneva. At the some time, 
diognosis of the disease was confirmed at the WHO Colloboroting Centre on Arboviruses and 
Virol Hoemorrhogic Fevers, at the Centers for Diseose Control and Prevention, in Attonto, 
Georgia, USA, 

By arriving promptly, WHO experts and their Zoirion puWic heolth counterparts were able 
to set up a diseose detection system ond train medical students in its operation so that all 
coses could be found and isolated. As international partners in outbreak investigation and 
control arrived, WHO's role became one of ensuring synergism among those portners, provid- 
ing togistics support, and identifying and ensuring essenftol intra-epidemic research. An Inter- 
national Scientific and Technical Comminee, established in Zaire by the Zoirian health ministry 
and WHO, directed the epidemic control opemtions and set up a follow-up surveilkince sys- 
tem. Reseorch wos launched in cn effort to identify the notumi host of the Ebola virus. 

This and other recent outbreaks of infectious diseases highlight a weokened ability to 
detect ond contain such threots at o notional, regional or global level. One lesson learned 
wos that WHO con, and must, ploy a prooctive role to support national efforts to control 
outbreaks. The Organization has therefore estoblished o new rapid response system includ- 
ing teams of experts and supplies from regional offices, with headquarters support, to be 
avoilable for immediate field operotions at 24 hour's notice. 



but it is related to viruses which cause 
AIDS-like illness in monkeys. Microor- 
ganisms con.stantly undergo changes 
that eni^ible them to cope with an iii' 
creasingly hostile environment in their 
hosts. For example, HIV exploits weak- 
nesses in the host's defences by damage 
ing the human immune system, thereby 
allowing other ''opportunistic" inteC" 
tions to take advantage. 

A new breed of deadly haemonrhagic 
fevers, of which Ebola is the most noto- 
rious, lias struck in Africa, Asia, the 
Utiited States and Latin America. Cbola 
appeared for the first time in Zaire and 
Sudan in 1976; it has since struck in 
Coted'lvoire in 1994 and 1995, Liberia 
in 1995 and again in Zaire m 1995, 
where it was fatal in 77% of cases. The 
naairal earner of the Ebola virus - pre- 
sumably an animal - has not been iden- 
tified (Box 4). 

Tlie United States has seen the 
emergence of hantavirus pulmonary syn- 
drome, characterized by rcspirator\' fail- 
ure and a Ciise fatalit^' rate of over 50%. 
Since it was first recognized in 1993, this 
type of hantavirus infecrion has been 
detected in more than 20 states in that 
country, and has also surfaced in Argen- 
tina and Brazil. This hantavirus is car- 
ried by rodents, particularly deer mice, 
and other hantaviruses have been rec- 
ognized for many years in Asia, where 
they cause haemorrhagic fever with re- 
nal involvement in humans. 

Epidemics of foodborne and 
waterborne diseases due to new orgari' 
isrns such as Cryptosporidium or new 
strains of bacteria such as Escherichia coli 
have hit industrialized and developing 
countries alike. The 0157:H7 strain of 
E.coU was first reported in 1982 and has 
since then been implicated in many se- 
rious outbreaks of diarrhoeal illness, 
sometimes leading to kidney failure. Tl\e 
strain has been linked to undercooked 
hamburger beef and unpasteurized milk. 

A completely new strain (^f cholera, 
0139, appeared in south-eastern India 
in 1992 and hcLS since spread north and 
west to other areas of India, into west- 
em China, Thailand and other parts of 
South-East Asia. 

The threat of a new global influenza 
pandemic is increasing. Major shifts in 
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the make-up nf influenza viruses occur 
every 20 years or so, triggering large epi- 
demics in many parts of the world, and 
causing many thousands of deaths. The 
next such shift is expected to take place 
very soon. 

Epidemic strains of influenza viruses 
originate from C^hina. The influenza vi- 
rus is carried hy ducks, chickens and pigs 
raised in close proximity to one another 
cm farms. The exchange of genetic ma- 
terial between these viruses produces 
new strains, leading to epidemics of hu- 
man influenza, each epidemic being due 
to a different strain. 

New strains such as those of cholera 
and influenza do not follow the usual 
pattern of being more common in 
younger people. They affect all age 
groups, since older pecjple have not ac- 
quired immunity to them from previous 
infection. 

The emergence of drug-resistant 
strains of niicrcK)rganisms or parasites is 
promoted by treatments that do not re- 
sult in cure, The increasing use of 
antimicrobials worldwide, often in 
subtherapeutic doses and .sometimes in 
counterfeit form, guarantees that this 
problem will increase in the foreseeable 
future, as mentioned in later sections of 
this report. 

Changes in lifestyle, behaviour (in- 
cluding injecting and non-injecting 
dnjg use) and cultural or social values 
are behind the emergence of some in- 
fectious diseases such as syphilis. In- 
creases in the number of sexual partners 
have been the main factor in the spread 
of HIV infection and other sexually 
transmitted diseases. 

Travel, including tourism, also plays 
a role. The spread of syphilis m the 1 8th 
and 19th centuries was related to the 
movement of armies. Today, the intro- 
duction cjf I IIV in many parts of the 
world is due to greatly increased human 
mobility. Studies show that whereas only 
a few generaticms ago most people in 
their lifetime travelled no further than 
40 kilometres from their birthplace, 
many today go up to 1 000 times further, 
travelling the whole world. 

The practices of modem medicine 
also contribute. The spread of viral 
hepatitis is related in part to techniques 



such as kidney dialysis and multiple 
blood transfusions, as well as to other 
forms of transmission. 

Relaxation in immunization prac- 
tices can quickly result in the resurgence 
of diseases, as. for example, the recent 
spread of diphtheria in the Russian Fed- 
eration and other former republics of the 
USSR, 

New animal diseases pose potential 
foodhcDme risks to human health that 
are sometimes difficult to evaluate or 
predict. An example that has caused 
much public concern in Europe is bo- 
vine spongiform encephalopathy ("mad 
cow disease"). Fears have grown that the 
infectious agent responsible may be 
passed through the food chain to cause 
a variant of the incurable Creutzfeldt- 
Jakob disease in humans, in which the 
brain is attacked. The British beef mar- 
ket has been seriously affected and strin- 
gent public health safeguards have been 
introduced. 

The reasons for outbreaks of new 
diseases, or sharp increases in thcxse once 
believed to be under control, are com- 
plex and still not fully understood. The 
fact is however that national health has 
become an international challenge. An 
outbreak anywhere must now be seen as 
a threat to virtually all countries, espe- 
cially those that serve as major hubs of 
international travel {Map 3). 

Despite die emergence of new dis- 
eases in the last 20 years, there is still a 
lack of national and international po- 
litical will and resources to develop and 
support the systems that are necessary 
to detect them and stop their spread. 
Without doubt diseases as yet unknown, 
but with the potential to be the AIDS 
of tomorrow, lurk in the shadows. 

Responding to epidemics 

The process of response encompasses a 
multitude of activities including: diag- 
nosis of the disease; investigation to 
understand the source of trans-mission; 
implementation of control strategies 
and programmes; research to develop ad- 
equate means to treat the disease and 
prevent its spread; and the production 
and distribution of the necessary drugs 
and vaccines. 



An outbreak anywhere 
must now he seen as a 
threat to virtually all 
countries, especiaRy 
those that serve 
as major hubs of 
international travel 
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map 3. Sekiied emer^ng and re-emergiag (Ssease outbreaks in 1995 




The first step is to estabUsh mecha- 
nisms and procedures for the surveil- 
lance of infectious diseases so that 
national authorities can he alerted to 
outbreaks and epidemics and advised on 
how best to deal with them. 

An international network of col- 
laborating centres is being set up and 
their activities coordinated by WHO, to 
help ensure that changing disease con- 
ditions are rapidly recognized. 

Antimicrobial resistance 

Resistance by disease- causing organisms 
to antimicrobial drugs and other agents 
is a major public health problem world- 
wide. It is making a growing number of 
infections virtually untreatable, both in 
haspitals (as discussed in the later seC' 
tion on hospital infections) and in the 
general community. It is having a deadly 
impact on the control of diseases such 
as tuberculosis, malaria, cholera, dysen- 
tery and pneumonia, all of which are 
discussed in more detail later in this 
chapter. 



Antimicrobial resistance is not a 
new problem, but it has worsened dra- 
matically in tlie last decade. During tliat 
time, the pace of development of new 
antimicrobials has slowed down while 
the prevalence of resistance has gn)wn 
at an alarming rate. The increase in the 
number of drug-resistant bacteria is no 
longer matched by a parallel expansion 
in the arsenal of agents used to treat in- 
fections. 

In this situation, doctors and their 
patients are more and more helpless. All 
age groups are affected. The elderly, the 
very young, the chronically ill and peo- 
ple whose natural defences are weak- 
ened by disease or medical treatment 
such as surgery are at greater risk of drug- 
resistant infections, but healthy people 
in the prime of Lfe can also be attacked. 
Resistance to antibiotics and other drugs 
means that people with infections are 
ill for longer periods, and are at greater 
risk of dying, and that disease epidem- 
ics are prolonged. 

All bacteria possess an inherent flex- 
ibility that enables them, scxiner or later, 
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to evolve fejenes that render them resist- 
ant to any antimicrobiaL By killing sus- 
ceptible bacteria, an antimicrobial 
provides selective pressures that favour 
overgrowth of bacteria carrying a gene 
tliat confers resistance. The continuous 
use of antimicrobial agents encourages 
the multiplication and spread of resist' 
ant strains. 

There is strong evidence that a ma- 
jor cause of the current crisis in antimi- 
crobial resistance is the uncontrolled 
and inappropriate use of antibiotic 
drugs, in both industrialized and devel- 
oping countries. They are used by too 
many people to treat the wrong kind of 
infection, in the wrong dosage and for 
the wrong period of time. 

The implications are awesome: drugs 
that cost tens of millions of dollars to 
produce, and take perhaps 10 years to 
reach the market, have only a limited 
life span in which tliey are effective. As 
resistance spreads, that life span shrinks; 
as fewer new dmgs appear, the gulf wid- 
ens between infection and control. So 
far, the pattern of excessive or inappro- 
priate use and the development of re- 
sistance has been repeated after the 
introduction of each new antimicrobial. 

The ovenise of expensive drugs de- 
signed to cover a range c)f infections is a 
particularly serious problem in industri- 
alized countries. In developing coun- 
tries, tlie problem is compounded by the 
ready availability of ovet'the^counter 
drugs. This allows patients to treat them- 
selves, either with the wrong medicine, 
or in quantities that are too small to be 
effective. Substandatd and counterfeit 
drugs which lack adequate amounts of 
active ingredients further exacerbate the 
resistance problem. 

Resistance has no natural barriers^ 
its development in the most remote lo- 
cations can lead rapidly to a worldwide 
impact, aided by international air travel. 

Furthermore, enormous amountis of 
medical antimicrobials are used for the 
production of animal food around the 
world. Some 170 billion tons of animal 
meat are produced w(3rldwide every year. 
More than half the total production of 
all antimicrobials is used in farm ani- 
mals, cither for disease prevention or for 
growth promotion- Drug-resistant bac- 



teria are passe<:3 through the food chain 
to the consumer, where they may cause 
disease or transfer the resistance to hu- 
man pathogens. 

Examples of bacterial resktance 

Enterococci contribute to some of the 
most common infections acquired in 
hospitals, causing intra-abdominal ab- 
scesses, end(K:arditis, and infecti<ms of 
the urinar\' tract and soft tissues. In some 
countries, infections resulting from 
strains resistant to the main groups of 
antibiotics, such as the beta-lactams and 
the aminoglycosides, can only be treated 
with vancomycin, an expensive intra- 
venous drug. Even resistance to vanco- 
mycin has developed in the last 10 years 
or so. In the United States in 1994, 14% 
of enteroccKci isolated from patients in 
intensive care units were resistant to 
vancomycin. 

Staphyloctxzci, which can contrib- 
ute to skin infections, endocarditis, os- 
teomyelitis, food poisoning and other 
serious disorders, have developed resist- 
ance to all antibiotics except vancomy- 
cin. If vancomycin-resistant strains were 
to emerge, some of the most prevalent 
hospital -acquired infections would be- 
come virtually untreatahle (see also the 
section on hospital infections, below). 

Streptococci have become increas- 
ingly resistant to some antibiotics in the 
last 25 years. They are among the most 
common disease-causing bacteria, re- 
sponsible for infections of the throat, 
middle ear, skin and wounds, and also 
necrotizing fasciitis and gangrene. 

Pneumococci and Haemophilus 
influenzue are the most common bacte- 
ria causing acute respinitor>' infections 
in children, particularly pneumonia. 
Both of these organisms are becoming 
more and more resistant to dmgs. Strains 
of pneumococci, once uniformly suscep- 
tible to penicillin, arc currently resist- 
ant to it in up to 18% of ca.ses in the 
United States and 40% in South Africa. 
In addition, they are becoming resist- 
ant to many other commonly used anti- 
biotics, including cotrimoxazole, the 
drug recommettded by WHO for treat- 
ment of pneumonia. The most virulent 
type of Haemophilus injluenzae is today 
frequently resistant to ampicillin, and 



Resistance has no 
natural harriers; its 
development in the most 
remote locations can lead 
rapidly to a worldwide 
impact, aided hy 
international air travel 
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Doctors worldwide are 
losing some of the most 
useful arid affordable 
antibiotics against the 
two bacteria which are 
the major cause of 
death in children. 



strains have been identified that are re- 
sistant to other drugs, including 
cotriinoxazole. In brief, doctors world- 
wide are losing some of the most useful 
and affordable antibiotics against the 
two bacteria which are the major cause 
of death in children. 

Neisseria gonorrhoeae, cause of one of 
the most common sexually transmitted 
diseases, has acquired such resistance to 
penicillin and tetracyclines in most 
countries that the use of these antibiot- 
ics to treat it has become unacceptable 
and this infection now requires the use 
of much mote expensive drugs which arc 
often unavailable. 

Shigella dysenteriae has been causing 
outbreaks of severe diarrhoeal disease in 
central and southern Africa in recent 
years, mcluding those m refugee camps, 
with the epidemic strain acquiring in- 
creasing resistance to stanJard antibi- 
otics. Epidemic dysentery caused by this 
strain results in the death of up to 1 5% 
i){ those infected. 

Sahnonella typhi, the bacterium re- 
sponsible for typhoid fever, has devel- 
oped resistance to antibiotics commonly 
used in the past for treatment. Resist- 
ant strains have causetl outbreaks of the 
disease in India and Pakistan in recent 
years. Without effective antibiotic treat- 
ment, typhoid fever kills almost 10% of 
those infected. In South-East Asia, 50% 
or more of die strains of the bacteria may 
already be resistant to several antibiot- 
ics. 

More than half of the antibiotics 
produced worldwide are used in animals, 
largely in subtherapeutic concentrations 
w^hich favour the onset of drug resist- 
ance. As a result, two important human 
pathogens of animal origin, E. coli and 
salmoncllaCs arc today highly resistant 
to antibiotics in both industrialized and 
developing countries^ For instance, in 
the United Kingdom, the increase of 
multidnig-resistant strains cyt SahnoneUa 
typhimurium isolated from cattle is par- 
alleled by increasing resistance among 
srrains of human origin. In Thailand, 
salmonellac isolated from fcxxJ animals 
are sho highly resistant to the common 
antibiotics. These bacteria cause 
diarrhoea! disease and can lead to life- 



threatening complications. Due to the 
globalization of food supply and inter- 
national travel, antimicrobial resistance 
among animal bacteria can affect con- 
sumers anywhere in the world. 

Strains of M. tuberculosis resistant to 
antituberculosis drugs are widespread, 
although attention has recently focused 
on the alarming outbreaks of tubercu- 
losis caused by multidrug-rcsistant 
strains in the United States. Drug re- 
sistance is the result of poor prescribing 
practices, or poor patient compliance 
with treatment. It is low in the few coun- 
tries with effective tuberculosis pro- 
grammes. The most dangerous fonn of 
the multidrug-resistant disease occurs 
when cases become virtually incurable 
and doctors face situations similar to 
those of the pre- antibiotic era- 
Malaria presents a double resistance 
problem: resistance of the Plasmodium 
parasites, which cause the disease, to 
antimalarial drugs; and resistance of the 
Anopheles mosquitos, the vectors of the 
disease, to insecticides. The arsenal of 
antimalarial drugs is limited. Most of 
them act by killing parasites when they 
are multiplying in the blood stream of 
the human host. Unfortunately, due to 
inadequate regimens, poor drug supply, 
and poor quality and misuse of drugs, 
rapid development of dmg resistance has 
occurred in most areas of the world. 
Drug resistance is particularly important 
in falciparum malaria, the most severe 
form of the disea.sc. Resistance to chlo- 
nxjuine, the most commonly used drug, 
has been found in all endemic countries 
except those of central America and the 
C^aribbean. Resistance to multiple drugs 
is common in South-East Asia. 

This serious obstacle to malaria con- 
trol efforts is further complicated by 
mosquito resistance to insecticides. 
Many mosquitos are reported to be re- 
sistant to the three classes of insecticides 
available for public health use, and some 
arc becoming resistant to pyrcthroids, 
widely promoted for bednet and curtain 
impregnation. 

Outlook 

The next few years are certain to be 
critical for the future of antimicrobial 
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drugs. AiitimicTobial re^iistnncc will in- 
crease if present trends continue. Dnc- 
tors in many parts of the world could 
find themselves resorting to methods 
rhiir d'Ate hack to before the antibiotic 
era. For instance, in New York city pa- 
tients with multidruj^-resistant tubercu- 
losis who will not voluntarily comply 
with reconimended treatment are some- 
times isolated on a former prisim island, 
used Qiiich as sanatoria were used in the 
past. 

Disease control strategies will he se- 
riously threatened by mounting drug re- 
sistance levels among bacteria which 
cause the most important and frct^ucnr 
diseases worldwide. Developing coun- 
tries, where rhe burden cf infectious dis- 
eases is the highest, w^ill be facing the 
impossible task of ctrntn^Uing diseases 
with only scarce expensive drugs which 
will not be affordable for all sick per- 
sons. 

Box 5 illustrates WHO's work on 
surveillance of bacterial resistance to 
antimicrobial agents. 

Rational use of drugs 

Controlling resistance poses a substan- 
tial challenge. The use of an increasing 
array of vaccines to prevent infections 
mther than risking resistance by treat- 
ing them, will be helpful for some dis- 
eases. More appropriate use of drugs by 
doctors and patients is essential to slow 
the emergence of resistance. For this rea- 
son, WI lO is taking several steps to en- 
courage more appropriate use. 

In the Model List of essential drugs 
published by WHO in 1989, a separate 
section on so-called "reserve anti- 
microbials" and monitoring resistance 
was introduced. However, this concept 
is of practical relevance only if certain 
conditions are met: all prescribers should 
have access to guidelines on the rational 
use of drugs and to information on drug 
susceptibility patterns common mi- 
croorganisms; antimicrobials should be 
of proven quality; and appropriate regu- 
laticms shoukl be in place c(mcerning 
drug promotion and accessibility. 

If the availability of innovative 
products to populations in need is t(^ be 
ensured, there must be a reassessment 



Box 5. WHO networks for drug resistonce sorwiHmce 

WHONET is an information system developed to support WHO's global surveillance of bacte- 
rial resistance to antiniicrobiQl agents. Every year, tens of thousands of loboratories in medi- 
cal centres around the world test the susceptibility of patients to antimiaobici agents. The 
test results reflect the frequency ond spread of antimicrobiol resistonce in each centre and 
worldwide. These results are, hovi/ever, kept in paper files which are too laborious to cnolyse 
or in computer files with different formats. WHONET puts the susceptibility test results into a 
universal file format, and gives health workers a user-friendly software to monitor and man- 
age the quolity of tests and the spread of resistance. WHONET also enables the centres to 
merge their files easily ond to form aggregate databases for collabomtive regional, notionol 
and global surveillance of the spread of antimicrobial resistance. By end 1 995, 1 77 loboro- 
tories in 31 countries or areas were participating in WHONET. 

At local level WHONET helps select appropriate ontibiotics for individual patients, iden- 
tify locally endemic resistant strains and support local proctices. 

At notional level. WHONET guides antibiotic usage policy, and fccilitates the use of alter- 
native agents and the revision of notional strategies. 

At global leveL WHONET guides the development and use of new ontibiotics, studies 
ways of preserving the efficacy of older ones, and detects emerging resistant strains. 

Another special-purpose surveillance system, the Global Project of Antituberculosis Drug 
Resistance Surveillance set up by WHO and the Intemationol Union ogcinst Tuberculosis ond 
Lung Disease (lUATLD) tackles the emergence of strains of M. tuberculosis resistant to anti- 
mycobacterial agents. Dmmatic outbreaks have recently been caused by the chronic neglect 
of tuberculosis control, which has resulted in deloyed diagnoses, inadequate treatment regi- 
mens, high mortolity ond nosocomial transmission. 

The objectives of global antituberculosis dmg resistance surveillonce are: 

• to collect data on the extent ond severity of antituberculosis drug resistonce in a stondard- 
ized manner at country level worldwide; 

• to monitor drug resistance levels in countries identified by WHO cs priority for Assistance or 
in countries where knowledge of drug resistance levels may be importont for global policy 
decisions; 

• to help countries in developing a surveillance system which provides representative data, 
and improve the diagnostic capacity of loboratories. 

In Iflte 1 994 WHO took the lead by publishing guidelines together with lUATLD, establishing 
a global network of reputable laboratories (20 as of early 1996) and creating a working 
group which includes most of the experts on drug resistance worldwide. Ever/ 6-8 months 
these '"supranational" reference laboratories conduct tests to ensure thot results obtained in 
different settings ore standardized and comparable internationclly. They also assist nationol 
reference loboratories in setting up surveillance systems within countries, and control the 
quality of results. Finally, WHO has developed and made available free of charge o simple 
user-friendly softwore for data collection and onalysis. 

Forty-three (mostly countrywide) projects ore ongoing or plonned for 1 996 in 42 coun- 
tries or territories so thot several countries worldwide should be able to provide reliable, 
uniform and comparable data by early 1997, when o global report v/ill be prepared and 
distributed. 
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Infections are 



most common in 



intensive care units and 
acute surreal and 
orthopaedic wards. 



of how the future development of 
antimicrobials in particular can be 
geared to public health requirements. 
Infectious disedses remain the foremost 
cause of death worldwide; yet the ac- 
kn(m'led^ed priorities of the developing 
world remain largely unsatisfied. 

WHO has been collaborating for 
some 20 years with governments, te- 
search institutions, otiiet agencies and 
the pharmaceutical industry to ensure 
that treatmenns are made available for 
diseases which arc prevalent in devel- 
oping countries. 

Hospital infections 

Hospitals are intended to heal the sick, 
but they are also sources of infection. 
Ironically, advances in medicine are 
partly responsible for tbie fact that to- 
day, hospital infections are a leading 
cause of death in some parts of the world. 

At any one time, many millions of 
people in the world suffer from infec- 
tious compliCfitions acquired in hospi- 
tal. About 2 million such cases occur 
every year in the United States alone, 
including about 70 000 related deaths. 
The spread of these infecti(?ns is a grow- 
ing threat to both patients and health 
eare workers. It also imposes huge eco- 
nomic costs - up to $10 billion a year 
in the United States, $ 450 million in 
Mexico, and $ 40 million in Thailand. 

WHO studies have shown the high- 
est frequencies of hospital infections in 
the Eastern Meditenanean and South- 
East Asia regions, followed by the West- 
ern Pacific and Europe. In Mexico, 
hospital infections (also known as no- 
socomial infections) take third place in 
the list of major causes of death, after 
intestinal infections and pneumonia, 
but before ischncmic heart disease and 
diabetes. 

Infections are most common in in- 
tensive care units and acute surgical and 
orthopaedic wards. The most frequent 
are surgical wound infections, which 
represent 25% of all hospital infections. 
Urinary tract and lower respirator>' tract 
infections each account for more than 
20% of the total. The infections range 
from trivial to life- threatening condi- 



tions such as septicaemia (blood poison- 
ing). 

The problem is gettmg ever more 
serious, largely because of increa.sing 
microbial resistance to drug;* used to 
treat even the most common infections 
(see also the section on antimicrobial 
resistance, above). Antibiotic-resistant 
bacteria are responsible for up to 60% 
of hospital-acquired infections in the 
United States, 

Some organisms are resistant to at 
least one drug and often as many as 1 0. 
This is leading to the use of much more 
expensive drugs, more prolonged 
hospitalizations, higher death rates and 
higher health costs. 

Antibiotic resistance in hospitals 
dates back to at least 195C, when peni- 
cillin-resistant staphylococci became 
common. By the early 1980s, many hos- 
pitals had also begun to detect methi- 
cillin-resistant Staphylococcus aureus 
infections, which cause wound infec- 
tions and pneumonia, and which remain 
a problem. In many cases they are treat- 
able only with vancomycin, an antibi- 
otic that is increasingly regarded as thie 
last defence. But it methicillin-resistant 
bacteria also became resistant to this 
drug, many life- threatening infections 
would be untreatable, and hospital out- 
breaks involving these strains would be 
very difficult to contain. More recently, 
multidrug-resistant strains of the tuber- 
culosis orgiinism have appeared in hos- 
pitals, especially among patients with 
HIV infection. Some of tbese strains are 
resistant to as many as seven of the 
standard tuberculosis drugs. 

Patients receiving treatment in hos- 
pital are likely to have lowered natural 
resistance to infection. In industrialized 
coutitries with modern, well-equipped 
hospirals, other reasons for tbc rise of 
infections include the growing number 
of surgical and medical procedures and 
invasive techniques which create many 
routes of infection. In poorer countries, 
hospitals may lack the equipment or the 
trained staff to reduce infections. 

All htJspitaLs should introduce infec- 
tion conttol policies. Tbeir success de- 
pends on such aspects as careful training 
in good hygienic practice; the provision 
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of isolation facilities; high standards in 
sterilizrition, disinfection, cleaning and 
waste disposal; and the provision of 
guidelines for doctors and other hcakh 
stnft on the use of drugs to reduce or pre- 
vent antibiotic resistancc. 

Infecthus diseases according 
to mode of transmission 

New approaches to disease prevention 
at\d control are needed which focus on 
breaking transmission chains and on 
ecological approaches that facihtatc the 
participation of local and global com- 
iiiunities and non-health ageticies. This 
section examines infectious diseases 
grouped according ro their mode of 
Transmission {Table 4, Fig. 5). Although 
each disease can have more than one 
mode of spread, only the main mode of 
transmission is considered here. Even 
the relative importance of the various 
modes of transmission of the agent may 
vary from one environment to another 
Tlie polioviruse^, for example, are trans- 
mitted by the faecal-oral route in com- 
munities with poor saniiation, while in 
communities; with good sanitation, their 
transmission by droplet becomes more 
imp(^rtant. The same is true for hepati- 
tis B, which can be transmitted through 
exposure to infective body fluids such 
as may occur during sexual intercourse; 
through the use of needles and other 
intravenous or surgical ii^struuients con- 
taminated with blood; or from mother 
to child during birth. 

Infectious diseases spread from the 
reservoir of infection to the susceptible 
host m a chain sometimes called a cy^ 
cle of infection, which involves three 
main links: the agent, the environment 
and the susceptible host. The following 
sections illustrate ways of breaking this 
chain, using as examples a number of 
diseases considered to be of global or, in 
some instances, of significant regional 
concern (.shown in Table i). 

Persoft'to-persoif transmission 

In today's overcrowded world, the risks 
of diseases spreading from person to per- 
son are increasing rapidly. The main 



danger zones are the densely-populated 
slums of the largest cities where infec- 
tions flourish. But today all cities are 
interconnected. Every day, scores of 
thousands of people cross the globe from 
one city to another in less time than it 
takes many diseases to incubate. Many 
of these travellers get infected in one 
country and fall ill - and infect others - 
in a different country. 

The combination of population 
growth (especially in cities), interna- 
tional air travel, incessant migration and 
the ebb and flow of refugees, means that 
the peoples of the world are more inter- 
mingled now than at any time in his- 
tory. Thus, human transmission could 
become the predominant way in which 
diseases are spread quickly, not just from 
person to person but from continent to 
continent. 

Ominous trends confront us. The 
global spread of HIV, hepatitis B and 
other sexually transmitted diseases, the 
international resurgence of tuberculosis, 
and outbre;iks of diphtheria - all trans- 
mitted from person to person - illustrate 
the growing threats from infectious dis- 
ease. 

Many millions of people die every 
year and hundreds of millions fall ill as 
a resulr of human transmission of dis- 
ease. Many diseases can be spread in 
more than one way, but usually one 
mode predominates. The modes include 
airborne and droplet spread; sexual 
transmission; bloodborne transmission 
and direct contact. 

Airborne and droplet transmission 

All the diseases that are spread prima- 
rily through this route exploit enclosed 
spaces, crowding and poor hygienic con- 
ditions. These are precisely the living 
conditions of about half the inhabitants 
of cities in the developing world. They 
exist also in the poorest inner-city areas 
of many industrialised countries. 

Children are predominantly affected 
by most of the major disea.ses in ques- 
tion - measles, pertussis (whooping 
cough) and other acute respiratciry in- 
fections, meningococcal meningitis and 
diphtheria. These diseases claim the 



fig. 5. tkaths due to selected 
infectiofis diseases, 
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Table 4. Chbal health sitaatm: mortdity, morbidity and disabUHy, selected infectious diseases of global and 
regional concern^ all ages^ 1995 estimates 



Nunb«r (000) 



Coses 



Selected infectious diseases 
by main mode af 
tronsroission 



Deoths 



New 
(incideiice) 



All 

(prevalence) 



394 750° 
8 888 
4149 

1 125 

350 

561 

62 000 
12 000 
7 000 
20 540 



4 002 OOO'* 



Acute lov/er respiratory infection (ALRI 4 416 

Tuberculosis 3 072 

Hepatitis B. viral 1 156 

Measles 1 066 

AIDS 1 063 

Whooping cough (pertussis) 355 

MeningocDCcal meningitis 35 

Poliomyelitis, acute 9 

Leprosy 2 
Sexually transmitted diseases 

Gonorrhoea 

Syphilis, venereal 

Chancroid 
Trachoma 
Diphtheria^ 

Food-, water- and soilborne 

Diarrhoea'' 3115 

Neonatal tetanus 459 

Hookworm diseases 65 

Ascariasis 60 

Schistosomiasis 20 

Cholera^ 11 

Trichuriasis 10 

Trematode infections (foodborne only) 1 0 
Dracunculiasis (guinea-worm infection) 

lUfiect-borne 

Malaria 2100 

Leishmaniasis 80 

Onchocerciasis (river blindness) 47 

Chagas disease (American trypanosomiasis) 45 

Dengue/dengue haemorrhagic fever 24 

Sleeping sickness (African trypanosomiasis) 20 

Japanese encephalitis 11 

Plague^ 0.2 

Yellow fever'' 0.2 
Filariasis (lymphatic) 

lliitmal'borfitt 

Rabies (dog -mediated) 60 

Selected Infectious diseases (total) 17 312 

ALL CAUSES 81882 

'* figures do notincliide lower respiratory iifGctioiis related to meosles, pertussis ond HIV infections. 
^ Incidence figure refefs to episodes. 
'■ Chronic HBV cor'iers. 
Officially reportd figures only 

- Figires relate to ocute wotefy dinrf oea, persistent (fiarihoec and dysentsry, but do not include measles- and HlV-ieloled diarrhoea. 
...Data not ovailoble of not applicable. 



384 



122 



300 000-500 000 
1 750 

800 
592 

43 
2 

0.5 



22 000 
350 000^ 
42 000 
1 538 
40 000 

82 
1 833 



153 832 
35 



151 000 
250 000 
200 000 

45 530 
40 000 
122 



12 000 
18 000 
18 00G 



300 



120000 



Disabled persons 
(perraan«fit and 
leng-lfrni) 





: Parson to person 



















5 590 



45 

85 

3 000 



5 583 



360 



43000 
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lives of more than 4 million cfiildrcn a 
year. Adults are also affected by acute 
respirator^' infections, the best example 
being influenza, which is estimated to 
kill 1 million adults '<i year. 

Acute Imver respiratory infections y 
of which pncumoniM is rhe most deadly, 
kill more than 4 million people a year, 
most of them the under- 5.s. They are the 
leading cause of dcacK in that age group, 
and 99% of deaths rxcur in develtDpin^^ 
countries. 

Pneumonia, especially pneumococ- 
cal pneumonia, is the chief culprit. The 
causative agent. Streptococcus pneu- 
moniae ^ is carried in the noses and 
throats of healthy people worldwide, but 
infants and young children have little 
resistance tc^ it, or to Haemophilus 
influenzae, the second most frequent 
bacterial cause of childhood pneumonia 
in developing countries. Young children 
who.se health is already weakened by low 
birth weight, malnutrition or other in- 
fections, are more \^lnenible to infec- 
tion and have high case-fatality rates. 
Spread by droplets in the air, these acute 
bacterial infections of the lungs typically 
begin with the sudden onset of shaking 
chills and fever. In infanrs, vomiting and 
convulsions may be the first symptoms. 
The incubation peritxl is only a few days 
at most. 

Millions of these children are dy- 
ing - at the rate of one every few .sec- 
onds- when theoretically the lives of 
most of them could be saved for a few 
cents each. The bacterial infections can 
be treated by antibiotics given orally for 
five days, at an average cost of only 
$ 0.20 per child. However, with several 
hundred mdlic^n such cases occurring 
ever^' year, the aggregate cost of treat- 
ing all of them would be substantial. 

But providing antibiotics i.s not a 
simple matter in communities with lit- 
tle access to health care or health edu- 
cation. Families may delay seeking 
treatment for their child, or not receive 
that treatment, until it is too late. Short- 
ages ot doctors and health workers 
trained in the management of such cases 
compound the tmgedy. National strate- 
gies to reduce the roll have been intro- 
duced in many countries. But they are 



absent or lagging behind in many oth- 
ers that have inadequate health infra^ 
structures, particularly the poorer 
nations of Africa. 

The burden of acute lower respira- 
tory infections is not only in loss of lives. 
They are an expensive drain on meagre 
health resources, accounting for 30-50% 
of visirs by children to health facilities 
everywhere. 7>iey are the condition for 
which antibiotics are most often pre- 
scribed - and misused - worldwide. 

In contra-st, while the majority of 
acute upper respiratory infections that 
affect the car, nose and throat are also 
very common worldwide, particularly 
amcjng children under age 5, they are 
seldom life-threatening. The most im- 
portant exception is rheumatic fever, a 
complication that develops from certain 
bacterial throat infections, and which 
can lead to rheumatic heart di.sea.se. An 
estimated 1 2 mill ion people are affected 
by these related conditions, with almost 
500 000 deaths a year. Rheumatic fever 
can be cured by prompt, appropriate and 
adequate treatment with antibiotics. 

Despite the availability of vaccines 
against them, four airborne infections 
ctmtinue to kill some 1.4 million chil- 
dren a year. The diseases are measles, 
pertussis (whooping cough), meningo- 
coccal meningitis and diphtheria. 

Before a vaccine became available 
in the 1960si measles killed between 7 
and 8 million children a year and cau.sed 
an estimated 135 million cases a year 
wt)rldwide. Today, it still kills about 
1 million children of the estimated 
42 million who are sick, the great ma- 
jority in developing countries. Thus 
measles is .still the leading killer among 
vaccine-preventable diseases of child- 
hood, taking its toll mainly among mal- 
nourished children whose natural 
defences have been weakened by other 
infections, and who live in crowded ur- 
ban conditions. 

Measles is one of the most readily 
transmitted infectious diseases, caused 
by a virus spread by droplets or direct 
contact with nose or throat secretions 
of infected [-jersons. It produces fever and 
a characteristic red rash, and can lead 
to serious and fatal complications in- 
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leadingkiller among 
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Diphtheria can make a 
deadly comeback if 
immunization is not 
maintained. 



cludinjg pneumonia, diarrhoea and en^ 
cephalitiij (inflammation of the brain). 
Many children subsequently suffer deaf- 
ness, impaired vision or hlindnevSS. 

Pertussis (w}iooping cough j was a 
major killer of babies and children un^ 
der the age u( 1, until it became vac- 
cine-preventable around 1960. Since 
then, the worldwide number of cases and 
deaths has dropped dramatically. But it 
is estimated that 40 million arc currently 
sick, and that 355 000 die each year. 

Whooping cough occurs worldwide 
but most deaths are in countries of Af- 
rica, Asia, and Central and Latin 
America. Cases are on the increase in 
some eiihtem European countries. It is 
one of the most lethal diseases of infants 
and young children who have not been 
immunized, particularly those with un^ 
derlying malnutrition and other respi- 
ratory infections such as pneumonia. 

The disease is caused by bacteria 
spread by droplets discharged from the 
nose or throat of an infected person, of- 
ten an older child in the same family. It 
causes an increasingly violent cough, 
forcing the victim to expel air in the 
lungs and then gasp desperately for 
breath. Tlie rapid intake of air produces 
the high-pitched wh(X)p which gives the 
condition its name. Complications in- 
clude brain damage^ convulsions, blind- 
ness and deafness. 

Meningococcal meningitis is a seri- 
ous illness which ends fatally in as many 
as 80% of untreated cases, and in up to 
10% of those treated. Young children arc 
most at risk. WHO's conservative esti- 
mate is of some 350 000 cases and 
.35 OOO deaths a year, but the figures arc 
higher during epideuiic waves, which 
occur at unpredictable and irregular 
intervals in many countries. The occur- 
rence of the disease among school- 
children and groups of young adults such 
as army recruits is a cause of concern. 

Epidemics have been occurring 
worldwide in recent years, from the 
"meningitis belt" of Africa, spanning a 
dozen countries from Ethiopia in the 
cast to Senegal in the west, to the 
Americas, Asia and Europe. Ttie reasons 
are unclear, but may include large popu- 
lation movements, overcrowded house- 



holds and poor living conditions. Acute 
respiratory infections may also contrib- 
ute to the development of the disease. 
Certain climatic conditions, such as dry 
seasons and dust storms, also increase 
the risk of infection. 

The disease is caused by a bacterium 
discharged in droplets from the nose and 
throat of infected persons. It strikes sud- 
denly with fever, intense headache, nau- 
sea, vomiting and a stiff neck, and can 
progress to coma and death. The disease 
takes its name from inflammation of the 
meninges, the membranes that cover 
the brain and spinal chord. 

Although vaccines against menin- 
gococcal meningitis exist and are used 
in some military rccniit populations and 
for epidemic control, the existing 
vaccines are not very effective in the 
first two years of life and are not a rou- 
tine component of infant immunization 
programmes. 

Diphtheria was also a leading cause 
of death in childhood until the intro- 
duction of a vaccine 50 years ago. Mass 
immunization campaigns since then 
have made it extremely rare in industri- 
alized countries. The true numbers of 
diphtheria cases and deaths are un- 
known because of incomplete reporting 
from most countries where the disease 
occurs. WHO estimates that there are 
about 100 000 cases a year and up to 
8 000 deaths. 

The recent epidemics of diphtheria 
in the Russian Federatitm, Ukraine and 
other countries of the former USSR are 
a warning that this disease can make a 
deadly comeback if immunization is not 
maintained. Up to 25% of those affected 
in the current outbreaks have died as a 
result. 

The epidemics in eastetn Europe 
began in the Russian Federation in 1990 
and have since involved 15 c(?untries. 
From January to June 1995, a total of 
about 25 000 cases was reported, and 
there are signs tliat the epidemic is be- 
ginning to iitabilize. A death rate as high 
as 50% has been reported among chil- 
dren under the age of 2 in Turkmenistan. 

These epidemics arc largely due to 
decreasing immunization coverage 
among infants and children, wanitig 
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immunity to diphtheria in adults, move- 
ments of large groups of population in 
the hist few years, and an irregular sup- 
ply of vaccines. 

Diphtheria is caused hy a toxin prO' 
duced by a hactcrium that infects the 
nose and throat and is spread by airborne 
droplets or by touch. A sore throat and 
mild fever are the main symptoms; seri- 
ous complications occur when the toxin 
enters the bloodstream. It can then 
cause heart failure or damage to the 
ner\^ous system, including paralysis of 
the throat or limbs. 

The diphtheria vaccine is usually 
administered as part of the combined 
diphtheria-perrussis-tecanus vaccines 
(DPT). Approximately 80% of the 
world's children receive three doses of 
the combined vaccine in the first year 
of life. There are other diphtheria 
vaccines for older children and adults. 

An estimated 8.9 million people de- 
veloped tuberculosis in 1995, bringing 
the global total of sufferers to about 
22 million, of whom abc^ut 3 million will 



have died in the same space of time. This 
huge toll is the price the world is paying 
for complacency. It is the cost of learn- 
ing that tuberculosis is not, after all, a 
disease of the past. 

The magnitude of the problem is 
such that WHO declared it a global 
emergency in 1993. If the effectiveness 
and availability of tuberculosis control 
measures do not improve substantially, 
more than 30 million tuberculosis 
deaths and nearly 90 million new cases 
are expected to occur in the last decade 
of this century. Without prompt and ef- 
fective action, the epidemic can be ex- 
pected to worsen. 

Eight out of ten of all those struck 
by tuberculosis are in the economically 
productive age group of 15-59 years. 
About 95% of sufferers are in the de- 
veloping world, with South-East Asia, 
the Western Pacific and Africa the 
w(^rst-afFected regions. 

To make the global situation worse, 
tuberculosis has formed a lethal partner- 
ship with HIV The AIDS virus dam- 
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Tuberculosis is not 
limited to poor countries 
or poor populations . 



ages the body*s natural defences - the 
immune system — and accelerates the 
speed at which rabcrculosis progresses 
from a harmless infection to a life' 
threatening condition. The estimated 
10% activation of dormant ujherculosis 
infection over the life span of an in- 
fected person is increased to 10% acti- 
vation in one year if HIV infection is 
superimposed. 

Tuberculosis is already the opportun- 
istic infection that most frequently kills 
HIV-positive people. Of an estimated 
1 million AlDS-related deaths in 1995, 
about one-third might have been due to 
tuberculosis. While only 9% of die to- 
tal of 3 million tuberculosis deaths in 
1995 were related to AIDS, the percent- 
age is expected to reach 1 7% by the year 
2C00 (Map 4)^ 

At the same time, drug- resistant tu- 
berculosis is a growing threat worldwide. 
Incomplete or inappropriate treatment 
of the disease has spawned the develop- 
ment of strains that are resistant to drugs 
that once destroyed the bacteria in 
100% of cases. 

If properly treated, tuberculosis is 
curable in virtually all cases, provided 
that it is not caused by bacteria resist- 
ant to a ran^e of drugs. If untreated, the 
disease is fatal in more than half the 
cases. Non -vaccinated babies are most 
vulnerable to developing the severest 
forms (meningitis and disseminated or 
"miliar^^" tuberculosis) after becoming 
infected. 

Cure rates of up to 95% (which can 
be achieved for dnit^-susceptible tuber- 
culosis) fall to 56% or less with isoni- 
azid and rifampicin resistance, and 
among AIDS patients infected with ba- 
cilli resistant to both drugs a case-fatal- 
ity rate of 91% has been reported in one 
study. Multidrug-resistant strains are as 
contagious as normal strains, but more 
lethal as tmly very few, and mostly ex- 
pensive, drugs can kill them. 

Tuberculosis is transmitted by bac- 
teria spread into the air when a patient 
with the active disease coughs or 
sneezes. The bacteria inhaled by another 
person multiply in the lungs, but in most 
individuals, che immune system halts 
the spread of the infection. It may then 



lie dormant, only to be reactivated many 
years later, when progressive lung dam- 
age occurs. The mam symptoms arc se- 
vere coughing, sometimes w^ith blood, 
chest pain, breathlessness, fever and 
weight loss. TubercuL)sis can spread to 
affect any organ or tissue in the bcxly. 

Children bom in past decades in re- 
gions with high population growth rates 
are now reaching the ages where tuber- 
culosis takes its highest toll. Growing 
numbers of pixn, malnourished people 
live in unhygienic, overcrowded condi- 
tions in which person-to-person trans- 
mission of diseases such as tuberculosis 
is most likely to occur. As witli other 
infectious diseases, international travel 
and migration, and the moving shadow 
of poverty can be expected to assist the 
spread of the disease. 

Tuberculosis is not limited to poor 
countries or poor populations. Out- 
breaks are increasingly occurring m the 
United States. The disease had dccl ined 
there from 84 300 cases in 1953 to 
22 200 in 1984, an annual drop of about 
4%. But from 1985 to 1993, the number 
of cases increa.sed by 14%. Of the 25 30C 
cases reported iii 1993, 73% were among 
racial and ethnic minorities. Recent out- 
breaks in the United States have in- 
cluded several of the multidrug rcsistant 
forms in hospitals or prisons, with a high 
mortality rate (about 70%). Most of 
these cases involved people who already 
had HIV infection, while some were 
health workers infected by their hospi- 
tal patients. 

In several European countries, an 
increasing number of cases occur among 
f{)reign-born individuals. Deaths from 
tuberculosis are rising in much of east- 
em Europe, especially the former USSR, 
mainly due to lack of drugs and the con- 
straints faced by the health systems. 

In many developing countries, par- 
ticularly in Asia, acquired resistance 
remains high, because national tubercu- 
losis control programmes in these coun- 
tries have not been able to achieve a 
high cure rate over a very long period of 
time, even after the introduction of 
short -course cbcmotherapy. 

Wherever the disease is spreading, 
the root causes arc the same: the com- 
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placent neglect of the disease by health 
•authoiities and the breakdown of tuber- 
culosis control prograiiimes. 

The world is only a few years away 
from witnessing the elimination of 
leprosy as a public health problem. This 
means that the prevalence in any com- 
munity will not exceed one case in 
1 0 000 people. The eliinincition of a dis- 
ease that has always haunted mankind 
should rank a^i one of the e^reai achieve- 
ments of rhc 20th century 

There is still some way to go and 
much work to be done before the target 
is reached. Today there are an estimated 
1.8 million people with leprosy in 70 
countries. CX^cr half a million new cases 
arc detected every year. But the total 
tiumber of cases has dropped by a re- 
markable 67% from the estimate of 
5.5 million in 1991, and by 85% since 
1985, when there were about 12 million 
cases. 

Today most persons with leprosy 
L26 million - arc in South'East Asia. 
There are 220 000 people with leprosy 
in both Africa and the Americas, 70 OCO 
in the Western Pacific, 60 000 in the 
Eastern Mediterranean and 6 000 in 
Europe. 

Numbers alone camu>t express the 
dreadful physical and social burden 
caused hy leprosy The disease does not 
kill hut can cause permanent and pro- 
gressive physical disability including 
severe mutilation of the face and 
extremities and widespread damage to 
nerves, hones, eyes and vital organs. 

Tlie psychol epical trauma is as im- 
portant as the physical effects: until 50 
years ago there was no effective cure and 
countless sufferers were isolated for life 
in in.stitutions. Those that were not iso- 
lated invariably became the victims of 
exttcmc social stigmatizacioti. Tliat con- 
tinues to be true today, and the same 
applies to their families, and often even 
to the communities where rhey live. But 
contrarv^ to popular belief, leprosy is not 
highly contagious, and only people liv- 
ing in prolonged close contact with an 
infected persL>n arc at risk. 

Leprosy is caused by a bacterium 
which affects mainly nerves and skin 
and is spread from person to person by 
droplets from the nose of an infected in- 



dividual. It is the response of the body's 
immiu^e system to the bacteria, rather 
than the infection itself, which causes 
the physical symptoms. Damage to 
nerv'es produces numbness and severe 
scarring in the hands and feet, some- 
times with the loss of fingers or toes. 
Muscles become paralysed and bones 
gradually destroyed. Blindness and de^ 
formity are among the consequences. 

The lirst antileprosy drug was intro- 
duced in the l95Cs but within 20 years 
had become largely ineffective because 
of bacterial resistance. Newer and bet- 
ter drugs were developed and the real 
breakthrough came in 1981 with the 
adoption of the WHO- recommended 
multidrug therapy as the standard for 
leprosy control programmes. This treat- 
ment, consisting of a combination of 
drugs given over a period of 6-24 months 
depending on the form of the disease, is 
highly effective in achieving a cure. 

The phenomenal results and the 
prospects of further gains led in 1991 to 
leprosy being targeted for elimination as 
a public health problem by the year 
2000. 

The greatest natural catastrophe to 
assault mankind was almost certainly 
the influenza pandemic in 1918-1919. 
Sweeping acro.ss rhe world, it killed 20- 
40 million people in the space of a year. 
Many of these deailis came after a very 
brief illness in otherwise healthy adults. 
Such is the power of a virus. 

Yet today, most people don't take 
"flu" very seriously, regarding it as little 
more trouble than the common cold. 
Such general complacency to this and 
many other infectit)us diseases is 
extremely dangerous. In the United 
States alone, 10 000-40 000 people, 
mostly elderly, die in an average influ- 
enza season. 

The disease, a respiratt)ry infection, 
is spread easily among people by air- 
borne droplets and possibly also by di- 
rect contact. It strikes iti temperate 
climates such as those of North America 
and Europe during winter, and during 
the rainy season in the trt)pics, or spo- 
radically throughout the year. Symptoms 
include fever, headache, muscle paiti, 
sore throat and cough, and may develop 
into life- threatening pncumoi^ia. Severe 
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Cases of poliomyelitis 
have declined by 
about 85% since the 
eradication campaign 
was launched in 1 988 . 



symptoms and death occur mainly 
among the elderly or people m poor 
health due to other underlying diseases. 

Official statistics on influenza cases 
worldwide scarcely exist and give only 
a fraction of the real total. One reason 
is that most people with influenza-like 
illness do not seek medical care imlcss 
they become seriously dl; another is that 
influenza-like illnesses can he induced 
by other vinjses. Undoubtedly, many 
millions of cases go unrecorded every 
year, and influenza imposes a heavy so- 
cioeconomic burden. Epidemics disrupt 
the ability of whole communities to 
function. When as many as a third of 
the local population may be affected and 
unavailable for work, it is difficult to 
secure transport, communication, indus- 
trial (uitput or the medical care which 
will be in high demand. 

An effective influenza vaccine may 
protect up to 80% of recipients when it 
is closely matched to the subtypes of vi- 
rus in glcDbal circulation. To get the clos- 
est match possible, the vaccine 
composition needs to be updated each 
year on the basis of scientific informa- 
tion supplied by WHO through a net-^ 
work of influenza monitoring centres 
around die world. The vaccine is used 
primsirily to prevent deaths, but it can 
also shorten the duration of the illness. 
Yet the shortcomings of even a closely- 
matched vaccine and the need for yearly 
administrations mean that influenza epi- 
demics cannot be entirely prevented. 

Could the 1918 catastrophe happen 
again Scientists know that another in- 
fluenza pandemic will occur, but ncirher 
the timing of its arrival nor iLs impact 
can be predicted. ResetU-ch may even- 
tually result in a new influenza vaccine 
that gives longer- lasting immunity and 
protection against a wider variety of vi- 
ral strains than those that now exist, 
which have to be updated every year In 
the meantime, global vigilance against 
influenza is essential. 

Direct contact (Sseases in children 

Vast areas of the world are becoming 
completely free of poliomyelitis, and 
WHO*s campaign for the global eradi- 
cation (}f this crippling and sometimes 



fatal disease by the year 2000 looks likely 
to be achieved. The only disease that 
has already been eradicated is smallpox. 

Cases of poliomyelitis have declined 
by about 85% since the eradication cam- 
paign WHS launched in 1988. Only 8 549 
cases were reported worldwide in 1994, 
although WHO estimates that fewer 
than 1 case in 10 is actually reported, 
and the true figure may be as high as 
90 000 cases. The viruses that cause po- 
lio have disappeared from the Ameri- 
cas - the last case was reported in Peru 
in 1991. The Western Pacific region is 
rapidly becoming polio-frc^. It has been 
mote than a year since wild poliovimse^s 
have been found in China, and more 
than two yeats in the Philippines. The 
Indian sulxontinent remains heavily af- 
fected, reporting more than two-thirds 
of all cases. Other areas which remain 
endemic are West and Central Africa 
and some countries in the Middle East 
and the Horn of Afrio^i. 

Poliomyelitis is caused by three 
closely-related viruses and is spread most 
often by direct contact through close 
associaticm with infected individuals. 
Faecal contamination of food or water 
can spread the di.se ase in situations 
where sanitation is poor. The disease 
typically strikes very young children, 80- 
90% of them under 3 years of age. Po- 
lio virus infection produces only minimal 
symptoms for most children, but in 
about 1 in every 100» the virus enters 
the spinal chord and brain, causing pa- 
ralysis of the muscles- The legs are most 
often affected, but in some severe cases 
the muscles of breathing and swallow- 
ing can be paralysed, threatening life. 

The first effective, injectable 
vaccines against polio were introduced 
in 1955. Mass immunization of children 
in the 1960s with oral polio vaccines led 
to the elimination of poliomyelitis from 
most industrialized countries. With the 
assistance of WHO, UNlCEF and many 
other donors, immunization pro- 
grammes now cxisr in every country. 
Under the banner of the Expanded Pro- 
gramme on Immunization, 85% of in- 
fants bom in 1990 received three doses 
of oral polio vaccine. Most unimmu' 
nized children live in developing coun- 



tries which, consequently, hear the ma- 
jor burden of this disease. 

Startling progress rewards eradica- 
tion is bcm^ made. To mark WHO's 
World Health Day in 1995, 18 contigu- 
ous countries in the Middle East, Cau- 
casus and Central Asia iminiinizcd over 
63 milhon children - the biggest inulti- 
coLintry effort of ils kind, hi a single day, 
China iitimunized more than 80 miUion 
children, and India 82 million. During 
1995, more than 300 milhon children 
were immunized in 5 I countries during 
mass campaigns aimed at eradicating 
polio. 

Trachoma is a major proven table 
cause of blindness in developing coun- 
tries. In addition to some 5.6 million 
people who arc at present blind or visu- 
ally disabled, there are some 1 54 million 
others with the active form of the dis- 
ease, and a total of 540 million at risk 
of infection. Most blindness is found in 
African and Asian countries. 

Trachoma is transmitted by close 
personal contact but may also be spread 
by means of contaminated towels or 
handkerchiefs- The disease causes a dis- 
charge from the eyes in which it can be 
passed from person to person. Children 
living in crowded and unhygienic con- 
ditions are particularly affected and arc 
likely to be constantly reinfected 
through contact with infected persons. 

The development of severe, blind- 
ing trachoma is characterized by re- 
peated reinfections during childhood 
and adolescence. The infection is caused 
by the microorganism Chlamydia 
irackomatiSy which resembles a bacte- 
rium but, like a vims, can only repro- 
duce itself within living animal cells. 
Trachoma causes inflammation in the 
membrane lining the inside of the eye- 
lids. Over a period of ye^irs this leads to 
the formation of scars which in cum be- 
gin to damage the surface of the cornea. 
Visual loss and blindness follow unless 
the infection is treated. 

Sexvally transmitfed dheases 

Tbe HIV pandemic which began in the 
late 197Cs has now affected evcr>' con- 
tinent. Largely due ro direct, person-to- 



person transmission, around 20 million 
adults are currently infected, and more 
than 4.5 million of them have devel- 
oped AIDS since the beginning of the 
pandemic. By the year 2000, it is esti- 
mated that there will be some 26 mil- 
lion adults living with HIV worldwide. 
Fi^. 6 shows the number of adults in- 
fected with HIV, and the prevalence rate 
for selected countries, 

HIV stands for human immuno- 
deficiency vinjs, a name that indicates 
what the virus does: it weakens the 
body s natural defences, or immune sys- 
tem, leaving it vulnerable to all sorts of 
other infections, Nonnally, the body can 



% 6. HIV infettiottjr adults aged 15 to 49 years, selected countries, 
1994 estimates 
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resist many of these infections, but HIV 
gives them the opportunity to have a 
lethal impact. They are therefore known 
as i)pportunistic infections and AIDS 
(acquired immumxleficiency syndrome) 
is the collective name for them when 
they are related to HIV infection. 

As a cause of death, AIDS ranks 
lower than tuberculosis, acute respira^ 
tory infections and malaria, each of 
which kills millions of people a year. But 
AIDS is unlike most other infectious 
diseases. It incapacitates and kills young 
and middle-aged adults who are at their 
most productive, and so far it has mainly 
affected skilled and managerial workers 
of the kind that developing countries in 
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Box 6. Preventing HIV md AIDS: kssotts from Mand 

In the last ten years, Thailand has achieved dromatic economic growth, averaging 8-10% 
cnnuflHy, and now has one of the strongest economies in the developing world. But the 
future prosperity of this country of some 56 million people is threotened by the spreod of 
HIV/AIOS. 

The HIV epidemic hitThoibd in the lote 1980s. The first wove was among injecting drug 
users. The prevalence of HIV infection in this group rocketed from zero to 35% between 
1987 ond 1993. The second wave wos among sex workers, reaching 33% by December 
1 994. The third wave was oniong their clients - over 8% of men attending clinics for sexu- 
olly transmitted diseases (STDs) in 1994 were HIV-positive. Infection among women attend- 
ing antenatol (linics increased to about 1 .7% in 1 994, and o growing number of HIV-positive 
children are being cored for in Thai hospitols - evidence of ftie fourth and fifth waves of the 



Fartunotely, Thcilond is c good example of how a country can move quickly from com- 
plocency to action against HIV/AIDS. The Thoi response has been rapid and comprehensive, 
with the government launching one of the biggest prevention efforts seen onywhere. Televi- 
sion bos played a key role in notional educotion compoigns. Use of condoms has been 
promoted first in the commerciol sex industry ond then among the broader public, with up to 
70 million condoms distributed free eoch yeor and about the same number ogoin sold over 
the counter each year. To support government efforts, NGOs have developed a wide range of 
AIDS prevention programmes and octivities, together with support projects for people af- 
fected by HIV ond AIDs. 

The condom use compoign ond other educotionol schemes appeor to hove achieved 
considerable success. The incidence rates of gonon-hoeo and syphilis hove dropped from 
respectively 2.4 and 1 .1 per 1 000 persons in the age group 1 5-49 in 1990 to 0.3 and 0.2 
per 1 000 in 1 993. The overall incidence of all STDs among men fell by over 80% between 
1987 and 1993. The prevalence of HIV among young militory recruits fell from 7.5% in 
1992 to 3.4% in 1994. 

But the death of people with AIDS also represents a loss of income, and affects the 
welfare of other fomily members, including extended family and the community in geneml 
The indirect costs of AIDS core, ond olso those of discriminotion and stigmatizotion, mean 
that in rural areas fomity income is drastically reduced, borrowing is increased and up to 1 5% 
of children moy be removed from school and put to work in order to supplement family 



income. 



The economic implications of the epidemic ore enormous. Direct consequences include 
the medical costs of treoting c growing number of people with HIV-reloted diseases, which is 
expected to reach 10 times the current number of hospital beds in Thailand within a few 
yeors. Indirect costs will stem from AlDS-reloted deaths and illness among adults in their 
prime productive years, whose contribution to the notional economy will be lost. Economic 
experts predict that os a resuh of HIV and AIDS, Thailand's GDP may be reduced by up to 
25%. But it is also estimated that if the current AIDS control campaign is sustained through- 
out this decade, ot least one-third of projected losses could be everted. 



particular cannot afford to lose. Among 
adults, it has become one of the first 
causes of deatk in urban areas of the 
United States, sub Saharan Africa and 
parts of Europe. 

As of end4995, of all those alive 
with HIV infection, 13 million arc m 
Africa, 4 million in South-East Asia and 
2 million in the Americas. Projections 
show that the number of AIDS cases in 
most regions will continue to rise steeply 
Lint j I between the years 2005 and 2010. 
It will then continue at a relatively high 
level, imposing the heaviest cost burden 
on those regions and countries least 
equipped to pay. 

The cost of caring for people with 
AIDS is high. Family members also suf- 
fer: young children who lose their moth- 
ers to AIDS arc more likely to die 
themselves and there is a growing popu- 
lation of "AIDS orphans", unable to care 
for themselves, whose parent(s) have 
died of AIDS. Meanwhile, few promis- 
ing drugs against AIDS have been de- 
veloped, and none that is affordable by 
low'income countries. Vaccine develop- 
ment is more complicated, requiring 
considerable time and cost. An effective 
vaccine is unlikely to be available for 
some years. 

As the numbers of HIV mfectionb 
and AIDS cases increase relentlessly, 
efforts to curb the course of the global 
epidemic may appear to be of limited 
use. But there is heartening evidence 
(Box6) that some prevention campaigns 
may slowly but definitely be influenc- 
ing the overall future of this tragedy, 

HIV is essentially a sexually trans- 
mitted infection, although it can also be 
spread in other ways, including through 
contaminated blood oi blood products^ 
contaminated needles used by illicit 
drug injectors, and from mother to baby 
before or around the time of childbirth. 

People infected w^ith HIV can re- 
main healthy for years. The role of fac- 
tors that influence the progression from 
infection to AIDS is still far from clear. 
But the danger of this long incubation 
period is that individuals can infect oth- 
ers with HIV The majority of infections 
are due to unprotected sexual inter- 
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course - that is, without the use of a 
condom - in which one of the partners 
is HIV-positive. Condonis act as a bar- 
rier to prevent the virus passing/ from one 
pcr.ym to another. 

WHO estimates that at least 
.333 million new cases oisexuaUy trans- 
mitted diseases, other than HIV infec- 
tion» occurred in 1995, These diseases 
arc chlaniydial infection (89 milUon), 
gonorrhoea (62 million), syphilis 
(12 million) and trichomonas ( 1 70 mil- 
lion). 

The burden of these diseases is far 
greater than the symptoms of discom- 
fort, pain and dischart^e caused by ini- 
tial infection. They may cause serious 
complications, especially in women, in- 
cluding pelvic inflammatory disease - a 
major cause of infertility. Chlamydial 
infection, gonorrhoea and syphilis can 
be passed on to infants during pregnancy 
and childbirth. Their effects range from 
abortion and stillbirth to severe eye in- 
fections and pneumonia in the newborn. 

Furthermore, there is strong evi- 
dence that these four diseases greatly 
increase the risk of sexual transmission 
of HIV, especially when accompanied by 
genital ulcers, a commcm symptom of 
some sexually transmitted diseases, 
which may give HIV easier entry into 
the bloodstream. Studies suggest that 
the risk of HIV infection is about four 
times greater in the presence of a geni- 
tal ulcer. 

Bloodboroe infeclhns 

Six different viruses are known to cause 
hepatitis, an infection of the liver. They 
are identified by the letters A, B, C, D, 
E and tentatively, G, They arc not all 
transmitted in the same way. Of the six 
viruses, hepatitis B and C, which are the 
most .serious due to their long-term ef- 
fects, are transmitted by exposure to 
contaminated blood and blood products- 
More than 2 billion people alive to- 
day have been infected with hepatitis B. 
Some 350 million of them are chroni- 
cally infected and therefore at risk of 
serious illness and death from liver cir- 
rhosis and liver carreer. Every year, more 
than a million hepatitis B ajrriers die as 
a consequence of these two conditions. 



Hepatitis B is the most infectious of 
the hepatitis viruses, and is one of the 
most tragic examples of pcrson-to-per- 
son transmission of a disease. The in- 
fection can be passed from a mother to 
her newborn child, from one child to 
another, from children to adults, and 
from adult to adult. It is tragic because 
children who get infected early in life, 
especially those infected at birth, be- 
come the chronic carriers who are the 
main spreaders of the disease. And it is 
more tragic still because there is a vac- 
cine that protects against it - one of the 
safest and most effective vaccines yet 
developed against any disease. 

Hepatitis B leads to one of three out- 
comes. An infected person may die 
within days or weeks of the onset of the 
disease (a rare event); may recover and 
develop lifelong immunity; or may de- 
velop the "chronic carrier'' state, a per- 
sistent infection which usually lasts for 
life. The age at which a person becomes 
infected is the major factor in determin' 
ing the outcome, the newborn and the 
young child having a higher propensity 
to develop the chronic carrier state. 

Acute hepatitis B may first strike 
following an mcubation period of 45 to 
180 days after infection. Extreme fa- 
tigue, jaundice, dark urine and abdomi- 
nal pain arc the main symptoms. The 
infection itself is rarely fatal, but suffer- 
ers may lose several weeks or months of 
work because of their illness. There is 
no specific treatment for acute hepati- 
tis B. 

The hepatitis B virus (HBV) can be 
transmitted through blood, bkxid prod- 
ucts, semen and vaginal fluids. Sexual 
transmission, both heterosexual and 
homosexual, accounts for most cases of 
adult transmission. 

Contaminated needles and syringes 
used by drug addicts are another imptir- 
tanr means of spread. Tlie infection may 
also be transmitted through contamina- 
tion of cuts, wounds or other skin inju- 
ries. Accidental transmission by sharing 
tcx)th brushes or razors can also happen. 
Tlie disease is the major infectious oc- 
cupational hazard to health care work- 
ers who have not been immimized. 



More than 2 billion 
people alive today have 
been infected vuith 
hepatitis B. 
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Box 7. HepatitkC infection: aamer^g global issue 

Infedion v/ith the hepotitis C virus (HCV) has become an issue oi globol significonce. Since 
the virus was first identified in 1989, it has been recognized woridwide as a major cause of 
chronic hepatitis, citrhosis and livef cancer. Up to 1 00 million people are chronicolly infected 
with it, inclining 3.5 million in the United States and over 10 nnillion in Europe. There is no 
vaccine, no successful treotment end prevention is difficult, particularly in developing coun- 
tries where it is niost common. 

The virus is tronsmitted mainly through transfusions of contominated blood or blood 
products. Risks of this type of transmission have been largely eliminated in industrialized 
countries through onti-HCV saeening techniques. However, for health care worfcers it is an 
occupotional hazard requiting adherence to universal precautions - cleaning and disinfection 
of instruments, machines and surfaces that ore routinely touched, avoidance of sharing arti- 
cles between individuals, frequent handwashing ond the systematic use of gloves. Intra- 
venous drug users who shore needles are ot high risk of infection. 

Major prevention problems persist in developing countries. Mony of them cannot afford 
the anti-HCV blood test kits, which cost $5 per test. The use of contaminated equipment for 
injections ond other medico! and dental procedures is widespreod. 

Traditionol practices such as circumcision, tattooing and scarification with contaminated 
instruments can spread HCV infection. 

Efforts ore therefore necessary to persuade the manufacturers of tests to lower the costs 
for developing countries. Heoltti educotion programmes are olso needed to inform the gen- 
eral public and health core woricers about the risk of tronsmitting infection with the use of 
unsterile equipment. 

Surveilkince on a global scole needs to be strengthened in order to improve medical 
knowledge of transmission of the virus. 

Interferon is the only drug that hos been found effective in the treatment of HCV infec- 
tion. However, treatment is very expensive - thousands of dollors for the drug alone - ond 
must be odministered by injection several tinnes o week for several months. Moreover, some 
patients experience serious side^ffecls. Also, about half of the patients go into remission, 
but 50% rekipse when treotment is stopped: only 25% have long-term remission. Such rates 
pose ethical questions on such matters as the need to obtain the informed consent of pa- 
tients who are offered the treotment, ond the responsibilities of governments in sirfisidizing 
the cost of the treatment. Given its cost, only a minority of patients con offord it or are likely 
to be offered it. 

Studies involving less costly, orally odministered dojgs ore continuing, but results so for 
hove been disappointing. 

For a number of technical reasons, the development of a vaccine to prevent HCV infec- 
tion is unlikely for mony yecrs. 



Women with HBV infection can 
pass it to llieir baby around the time of 
childbirth (perinatal transmission), one 
of the most efficient and scri(^iLs ways in 
which HBV is spread, at least in Asia. 
Infected women have a high risk of in- 
fecting their newborns, and almost all 
of these babies will become HBV carri- 
ers themselves. They will grow up to in- 
feet other children in the community, 
and eventually when they arc adults, 
they will infect their own offsprint,'. 

Transmission from child to child, 
often called horizontal transmission, is 
responsible for the majority of HBV in^ 
fections and carriers in parts of the world 
other than Asia. The spread occurs, re- 
searchers believe, through physical con- 
tact between children with skin 
conditions such as impetigo and scabies, 
or with cuts or grazes. Often transmis- 
sion occurs when children play together 
or share the same bed. 

Researchers have divided the world 
into areas where the presence of the in- 
fection is "high", "intermediate*' or 
"low", with carrier rates of more than 
5%, between 2% and 5% and less than 
2% respectively. In the first category, 
where most of the population becomes 
infected, either as newborns or in child- 
ho<id, are Africa, Asia east of the Indian 
subcontinent, the Pacific Basin, the 
Amazon Basin, the Arctic Rim, the 
Asian republics of the former USSR, 
and portions of the Middle East, Asia 
Minor and parts of the Caribbean. 

The "intermediate" areas include 
parts of southern and eastern Europe, 
the Middle East, western Asia through 
the Indian subcontinent, and some parr.s 
of Central and South America. In these 
areas, both child-to-child and adult-to- 
adult transmission occur. The "low" ar- 
eas include North America, western 
Europe, Australia and parts of South 
America- Here, most infections occur in 
adults through sexual activity, nccdle- 
sharing during drug abu.se, or during oc- 
cupational exposure to blood. 

Until a few years ago, the only types 
of viral hepatitis that could be confirmed 
were types B (which is described above) 
and A, which is transmitted through 
contaminated water and food, and is 
described in the next section. All oth- 
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ers were described as non- A, nori'B, that 
is, neither hepatitis A nor hepatitis B 
viral infection could be confirmed in 
hl(X)d tests of patients. Since the hepa- 
titis C vims (HCV) was identified in 
1 989» it has been shown to be the cause 
of non-A, non-B hepatitis in over 90% 
of cases, and is found worldwide. 

WHO estimates that about 1 00 mil- 
lion people worldwide are chronically 
infected with the virus, including about 
3.5 million in the United States and 
more than 10 iniUion in Europe. Medi- 
terranean countries of Europe, Africa 
and the Middle Hast have relatively high 
prevalences, as does Japan. 

Like hepatitis B, it is one of the most 
commcm causes of chronic hepatitis, cir- 
rhosis and liver cancer. It may take as 
long as 20 years to develop into liver 
cancer, and is more likely to do sn in 
men than women, and in alcohol con- 
sumers. However, the epidemiology of 
hepatitis C is not well understood 
(Box 7). 

Preventing and (onf rolling diseases 
transmitted from person to person 

The root caases which underlie the ma- 
jor airborne and droplet infections are 
poverty; overcrowding, particularly in 
big city slums and shanty towns; the 
mass migration of people, cither from 
rural to urban areas or as refugees; and 
gaps in education. 

Some airborne diseases are in gen- 
eral well controlled, requiring little more 
than firm commitment to continuing 
action against them. Others persist in 
countries or areas where lack of re^ 
sources is a major handicap. Yet others 
have made a return because of drug re- 
sistance, complacency, or deterioration 
of public health services. Specific ac- 
tions tailored to individual diseases, such 
as immunization, treatment, surveil- 
lance and public education, need to be 
strengthened. 

WHO has set the target of reducing 
deaths from acute respiratory infections 
in children under age 5 by one-third by 
the year 2000 - equal to more than 
1.4 milUon lives saved per year. Rut 
achieving this target is threatened be- 
cause, a.s mentioned earlier, the two 



cheapest and hitherto best antibiotics 
to treat pneumonia, the leading killer 
among acute respiratory infections, are 
now much less effective due to bacte- 
rial resistance. This means that either 
more expensive drugs must be used, or 
that more children will die from these 
infections. 

Excellent progress has been made in 
measles control in recent years. The 
Region of the Americas has imple- 
mented a periodic mass immunization 
strategy combined with strengthening of 
surveillance to interrupt measles trans- 
mission and eliminate the disease by the 
year 2000. 

This initiative helped to revive in- 
terest in improving measles control 
worldwide. Mass immunization in poor 
urban areas has been adopted as a strat- 
egy to reduce the measles disease bur- 
den in environments where case fatality 
is highest. Efforts to develop surveillance 
of measles have resulted in wider under- 
standing of the changes brought about 
in measles epidemiology by measles im- 
munization and in the more accurate 
prediction of measles outbreaks. 

Some countries have successfully 
carried out mass unmunization to pre- 
vent epidemics. In spite of this progress, 
global measles coverage has remained 
stagnant at around 80% for the last four 
years. In some countries, mostly in Af- 
rica, measles vaccine coverage is below 
50%, which means that the disease will 
continue to be endemic there. 

Effective global control oi pertussis 
depends on countries using the vaccine 
in national immunization programmes 
in which it is combined with diphthe- 
ria and tetanus toxoids. New pertussis 
vaccines arc being developed. 

Meningococcal meningitis is poten- 
tially preventable through vaccination 
of both children and adults and the use 
of antibiotics to protect close contacts 
of those already infected. When used in 
rapid mass immunization campaigns 
they can bring epidemics to a halt. New 
vaccines are being developed which, if 
proven to be protective in infants and 
young children, could be integrated into 
immunization programmes in areas at 
high risk of the disease. 



Specific actions tailored 
to iTidividml diseases, 
such as immunization, 
treatment, surveiUance 
and public education, 
need to he strengthened. 
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The potential worldwide 
savings resulting from 
polio eradication have 

been calculated to exceed 
$1.5 billion a year. 



Better conirol of diphtheria world- 
wide depends on high immuniziition 
coverage; prompt recognition and man- 
agement of diphtheria cases; and rapid 
tdcntitication and effective tnanaj^e- 
ment of close contacts to prevent fur- 
ther spread of outbreaks. National 
diphtheria control plans have been 
ebbor'rited for the republics of the former 
USSR affected by outbreaks, and mass 
immunization campaigns, begun in 
1994, were extended in 1995. 

The best prevention of tuberculo- 
sis is detection and cure of the infec- 
tious cases. WHO is urging all countries 
to adopt the scrarcg^^ known as "directly- 
observed treatment, short-course" or 
DOTS, in which health workers or vol- 
unteers watch patients under their care 
swallow each dose of the medicines for 
at least the first two months of treat- 
ment. Each patient then completes the 
course of treatment. One of the reasons 
for past failures in tuberculosis control 
has been that patients do not take the 
full course of their medicmes for the re- 
quired period of time. The strategy is 
already showing remarkable success in 
some countries. Tuberculosis pro- 
grammes in many countries are having 
to he rebuilt after being neglected for 
many years; in many other countries 
they simply do not exist. 

Almost 6.7 milli(^n people with 
leprosy were cured by multidrug therapy 
between 1985 and 1994, and another 
million patients are currently undergo- 
ing treatment. No cases of resistance to 
multidrug therapy have been reported. 
The global average cost of implement- 
ing the leprosy elimination strateg>' has 
been $100 per patient. A cost-effective- 
ness analysis indicates that the cost per 
year of healdiy life gained ranges from 
$10 to $38 - a public health bargain. 

WHO is taking part in planning for 
the occurrence of influenza pandemics. 
Tlie plans should provide governments 
with essential guidelines for the best re- 
sponse to a pandemic. 

Although a single dose of fwliomy- 
elitis vaccine costs only $0.08, the quan- 
tities required and the logistics involved 
mean that immunization programmes 
will cost some $2. 5 billion between 1996 



and 2000, WHO calculates that the 
countries still fighting the disease meet 
80% of the eradication costs. The re- 
maining 20% - equal to $100 million a 
year until the year 2000 - is being sought 
from donor countries and agencies. 

Eradication cannot be achieved 
without ccmtinuing donor assistance. 
Rotary International has been support- 
ing polio eradication since the incep- 
tion of the programme and will have 
provided a total of more than $300 mil- 
lion by the end of the initiative. Apart 
from the lives saved and the suffeting 
prevented, there is another bonus. Since 
smallpox was eradicated in 1977, the 
world has saved over $20 billion in costs 
associated with prevention, control and 
treatment. The potential worldwide sav- 
ings resulting from polio eradication 
have been calculated to exceed $ 1 .5 bil- 
lion a year. 

Trachoma can be controlled in sev- 
eral ways, including treatment with an- 
tibiotic eye ointment, improving 
personal and environmental hygiene, 
and simple surgery. Personal hygiene, 
particularly keeping the face clean, is 
important in reducing the spread of tra- 
choma among children. Face- washing a 
few times a day, even with only a little 
water, removes from the eyes the 
discharge which is the main source of 
infectious spread. Educational pro- 
grammes for mothers on effective face- 
washing with very limited quantities of 
water have been designed. Availability 
of adequate water can dramatically 
reduce the spread of infection- 
Infection with HIV and other sexu- 
aUy transmitted diseases is preventable. 
The adoption of safer sex practices and 
the increasing availability of condoms 
as a result of strategies for HIV preven- 
tion appear to have played an important 
role contributing to the declining rates 
of sexually transmitted diseases that 
have been reported in some coimtnes. 

WHO recommends a comprehen- 
sive approach to these diseases which 
includes promotion of safer sexual be- 
haviour; widespread availability and 
affordability of condoms; integration of 
care for the diseases into all basic health 
care facilities; good-quality case man- 
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Figcment including use of appropriate 
drugs, education and counselling, pro- 
vision of condoms and treatment of 
sexual partners; promoting early use of 
health care services by people with sexu- 
ally transmitted diseases and their part- 
ners; and screening for "silent ' diseases 
such as syphilis in pregnancy. This can 
best be achieved for women by integrate 
intJ services for controlling these diseases 
into maternal, child health and family 
planning services. All WHO recom- 
mendations arc feasible within the scope 
of primary health care services. But the 
very high number of new infections re- 
ported in 1995 indicates that the prob- 
lem is far from being adequately 
addressed. Lack of comprehensive poli- 
cies and poor access to the necessary 
dnjgs arc only two of the obstacles. 

Hepatitis B vaccine, if given prior 
to exposure, can prevent the disease in 
almost all individuals. The vaccine be- 
came available in 1982 and has been 
used so far in almost 400 million peo- 
ple. Its safety and effectiveness are be- 
yt:>nd doubt, it is most effective when 
used as part of the routine of infant im- 
muniziitions, but it can be used at any 
age. 

Dramatic declines in the cost of the 
vaccine in developing coimrries - from 
$20 to between $0.50 and $2 per child 
dose - have allowed public health offi- 
cials to ccmsider its mass use in infant 
immunization programaies, although it 
is still considerably more expensive than 
the other routine childhood vaccines. 
About 75 countries now use it in their 
national immunization programmes. 

WHO recommends that general 
vaccination of newborns, children and 
adolescents should be implemented by 
1997. Considerable efforts are being 
made internationally to ensure greater 
commitment by donors. The prevention 
and control of hepatitis B is one of the 
major goals that WHO is seeking to 
achieve by the beginning of the next 
century. 

There is neither a vaccine nor inex- 
pensive drug against hepatitis C, Apart 
from screening donated blood, its pre- 
vention still presents problems, 



Foodborne, waterborne and 
soilborne diseases 

Water, flx)d and soil are essential ft)r life, 
but when contaminated they also trans- 
mit bacteria, viruses and parasites that 
cause some of the wotld s most menac- 
ing diseavses, such as diarrhoea, cholera, 
typhoid, intestinal worms, hepatitis and 
tetanus. The organisms that are the 
main causes of these diseases are in- 
gested with water or food or conveyed 
to the mouth by contaminated fingers. 
Where there is no proper sanitation, 
they tind their way to other water 
sources from which they again infect 
other people. Soil can also be the breed- 
ing ground for a wide range of infections 
to which children are particularly vul- 
nerable, and for intestinal parasites. 

Almost half the wotld s population 
suffers from diseases associated with in- 
sufficient or contaminated water, and is 
at risk from waterborne and f(K)dborne 
diseases. Their vital importance as a 
public health problem is often over- 
looked, because their tnie incidence is 
difficult to evaluate and the severity- of 
their health and economic conse- 
quences is often not fully understood. 

Diseases are classified as waterborne 
or foodborne based on epidemiological 
evidence that implicates consumption 
or use of water and ingestion of a com- 
mon food as the soutce of infection. 
They are perhaps the most widespread 
health problems in the contemporary 
world and an important cause of low or 
lack of economic producrivity. They 
tange in severity from mild indispo- 
sitions to life -threatening illnesses. 

Apart from their immediate effects, 
foodborne diseases may cause serious 
and chronic health problems. Some of 
these diseases - for instance, listeriosis - 
are particularly dangerous during 
pregnancy, as they may either be fatal 
to the fetus or cause severe deformities. 
In the latter case, the child mns a risk 
of severe congenital, cerebral or ocular 
damage. 



Apart from their 
immediate effects ^ 
foodborne diseases may 
cause serious a^^d chronic 
health problems. 
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The economic impact of 
cholera epidemics, in 
losses of trade arui 
tourism, can he 
enormous. 



Diseases (aused by contaminated food 
and water 

Diarrhoeai diseases caused more than 
3 imllion deaths in 1 995, i^f which more 
than 80% were among children under 
age 5. About 50% of diarrhoeai deaths 
are due to acute watery diarrhoea, 35% 
to persistent diHrrh(iea, and 15%^ to dys- 
entery. 

It was long thought that contami' 
iiatcd water supplies were the main 
source of pathogens causing diarrhoea 
hut it has now been shown that food has 
been responsible for up to 70% of 
diarrhoeai episodes. Infections due to 
pathogenic E. coii are the most common 
cause of diarrhoea. Weaning food con^ 
taminatcd with pathogenic coli causes 
up to 25% of all diarrhoeai episodes in 
infants and children, while 
campylobact.eriosis and shigellosis ac- 
count for another 5-15% and 10-15% 
respectively 

hi 1993, the United States suffered 
the biggest outbreak of diarrhoea in its 
history. More than 400 000 people in 
the city of Milwaukee became ill for an 
average of 10 days with watery diarrhoea 
and more than 4 000 needed hospital 
rrearment. The source was municipal 
water suppUes contaminated with the 
parasite Cryptosporidium parvum. 

About 200 million people in Asia, 
Africa and Latin America have symp- 
toms of the intestinal infection ^fiardia- 
sis; there are some 500 000 new cases a 
year, rhe vast majority of them among 
children. The infection causes acute and 
persistent diarrhoea, abdominal pain 
and rapid weight loss. l>ack of sanitation 
and poor basic hygiene assist its spread. 
The main m<)de of transmission is in 
faccally-contaminated water, but 
foodborne and person- to- person spread 
also occur The disease has become a 
serious problem in day-care centres in 
developed countries. 

Epidemics of cholera and dysentery 
are frequent, striking adults as well as 
children. Cholera alcme causes 120 000 
deaths a year, and is particularly deadly 
in Africa, w^here epidemics have become 
mote widespread and more frequent 
since the 1970s, and death rates among 
sufferers arc generally the highest. Sev- 
enty-nine million people are estimated 



to be currently at risk of cholera infec- 
tion in Africa. A substantial proportion 
of cases and deaths have been among 
the displaced and refugee population in 
Somalia and Zaire. 

A pattern of global chtilera epidem' 
ics- called pandemics - that literally 
circle the world is bcii\g repeated. At 
least seven such pandemics have been 
recorded in the last 150 years. The sev- 
enth pandemic of the disease caused by 
Vibrio cholerae Ol biot>j)e El Tor, which 
started in 1961 in Indonesia, spread to 
Peru in 1991 and then to otlier coun- 
tries in South and Central America. In 
1993, cholera was reported as endemic 
iti some 80 countries, affecting several 
hundreds of thousands of people. In an 
important number of cases, food has 
been found to be the vehicle for trans- 
mission. 

A new strain of cholera, code-named 
0139, emerged in India in 1992. It 
spread west to Pakistan and east to 
China, and in the early months of 1 993 
caused an estimated 100 000 ca.se.s and 
1 000 deatlis in southern Bangladesh. It 
has not spread rapidly since then, but 
remains a threat. 

The economic impact of cholera 
epidemics, in losses of trade and tour- 
ism, can be enormous. For example, the 
1991 epidemic in Peni cost that coun- 
try a loss estimated at $770 million, al- 
most a fifth of its total exports in a 
normal year. 

Several countries, especially in Af- 
rica, have to cope with the emerging 
problem of recurrent epidemics of 
hacillary dysentery. The spread of epi- 
demic dysentery- started in 1979 in east- 
em Zaire and since then has invaded all 
African countries. For several months 
in 1994, dysentery was the main cause 
of death in refugee camps in Burundi, 
United Republic of Tanzania and Zaire. 
Epidemic dysentery also occurs in Asia 
and Latin America. 

The control of epidemic dysentery' 
is complex because of the limited thera- 
peutic options available. There is in- 
creasing resistance of Shige/La dysentcTiac 
type 1 strains to the usually recom- 
mended antibiotics, including nali- 
dixic acid. Alternative antibiotics are 
expensive. 
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Typhoid fever causes about 1 6 mil- 
lion cases and more thaii 600 000 deaths 
a year. Almost 80% of cases and deaths 
are in Asia, and most of the others oc- 
cur in Africa and Latin America. The 
socioeconomic impact of the disease is 
huge, because typhoid survivors rake 
several nionrhs to recover and resume 
work. Since 1950, the organism's resist- 
ance to antibiotics has alst> been a grow- 
ing problem; by 1989 resistance was 
reported in a number of a)untries, par- 
ticularly in Asia and the Middle East. 

SchistostmiiasiSy also known as bil- 
harziasis, leads to chronic ill-health. 
About 200 million people in 74 tropi- 
cal countries have acquired this infec- 
tion fnim bathing or wading in infested 
rivers, lakes and irrigation systems, and 
500-600 million are at risk. Because 
their daily work brings them into fre- 
quent contact with infested water, 
women are \ailnerable to the disease. 

It is caused by parasitic flatworms or 
blood ilukes called .schistosomes, which 
can penetrate the skin, enter the bl(K)d- 
stream and develop into worms diat in- 
habic the blocxl vessels of the intestines 
or bladder. Female worms lay hundreds 
of eggs in the blood vessels every day 
for an average of five years, and it is the 
eggs rather than the worms that dam- 
age the intestines, bladder and other 
organs. The disease causes some 20 000 
deaths a year and can lead to a form of 
bladder cancer which is the primary 
cause of death among men under 44 
years in Egypt. Ir also takes a high toll 
in many parts of Africa, 

Water development projects, espe- 
cially large-scale irrigation systems that 
are intended to boost agricultural out- 
put, can spread the disease to previously 
unaffected areas. Dam construction in 
three AtVican river deltas - the Nile, the 
Senegal and the Voka - has led in re- 
cent years to schistosomiasis infection 
in up to 75% of local villagers, and even 
among people as far as 50C kilometres 
upstream of the dams. 

The disease is also being spread by 
mass migration from the countryside to 
urban centres, and has become a seri- 
ous problem in some big cities of Africa 
and Brazil. 



Infections due to helminths are also 
a worldwide pubhc health problem, par- 
ticularly affecting developing countries. 
Examples are Irichiy^ella spircdiSy Taenia 
saginatay and Taenia solium, which are 
acquired through consumption of 
undercooked or uncooked meat. 

Some 40 millicm people » particularly 
in Asia, Africa and Latin America, have 
trematode infections. More than 10% 
of the world s population is at risk of Ix?- 
coming infected by these parasites, 
which are transmitted through the con- 
sumption of raw or inadequately proc- 
essed freshwater fish, shellfish or aquatic 
plants- 

Dracunculiasis (guinea^worm dis- 
ease) is the only parasitic disease that 
may be totally eradicated from the world 
in the near future. Although widely dis- 
tributed at the beginning of the 20th 
century, the disease is now found only 
in suh-Saharan Africa, the Arabian pe- 
ninsula and India. It is still endemic in 
18 countries, of w^hich 16 arc in Africa 
and 1 0 are in the category of least de- 
veloped countries. Approximately 
122 000 cases were reported from fewer 
than 8 000 endemic villages in 1995, as 
compared with 3.5 million in 1986 and 
I million in 1989. 

This parasitic disease is transmitted 
by drinking polluted water in regions 
where water is a rare commodity. It 
affects men, women and children 
equally and has adverse effects on 
health, agricultural production and 
school attendance. Horribly painful and 
incapacitating, it can affect 50% or more 
of the population in areas where the dis- 
ease is endemic. ItTcapactty results from 
pain and secondary infections associated 
with the emergence of guinea worms 
(which are 60-100 cm long and 0.2 cm 
in diameter) through the skin of the 
hands, feet or other parts of the body. 
Those affected do not develop immu- 
nity, so people may suffer repeatedly 
hom the disease. 

No medicines or vaccines are avail- 
able to prevent or cure this parasitic 
disease; however, dracunculiasis is ex- 
tremely easy to combat and should no 
longer be prevalent. WHO, together 
with national prv}grammes, is taking 



Dracunculiasis (guinea- 
worm disease) is the only 
parasitic disease that may 
be totally eradicated 
from the world in 
the near future. 
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measures to break this transmission cy- 
cle and put ai\ end to the scourge. 

The population at risk of infection 
is estimated at 1 20 million in Africa and 
10 million in Asia. So the fight must 
continue, and even be reinforced, be- 
cause the last cascsi are to be found in 
the most inaccessible areas. The least 
interruption of these efforts now would 
imperil the successes achieved after 
many years of strenuous effort. The es- 
timated cost of complete eradication 
ranj^es from $50 000 in Chad to $3 mil- 
lion in Sudan, with the proviso that 
there are parts of the country presumed 
endemic which remain inaccessible due 
to armed conflict (xVkp 5). 

The ht-paiitis E virus, discovered in 
rhc United States in 1990, exists in 
many parts of the world, causing out- 
breaks of hepatitis m Asia, North Af- 
rica and Centra! America, particularly 
in countries where environmental sani- 
tation is inadequate. The virus is prob- 
ably a major cau^^e of acute hepatitis in 
these countries, but docs nor lead to 



chronic disease. The infection is mainly 
transmitted by contaminated water, al- 
though person -to- person spread by the 
faecal-oral route is also likely. Frelimi' 
nar>' evidence suggests that a hepatitis 
E vaccine could be developed in the not- 
too-distant future [Box 8). 

The problem n( foodbornc diseases 
is very serious m developing countries, 
but is not limited to them. The esti- 
mated annual ii\cidence of foodbome 
diseases in the United States ranges from 
6,5 million to 80 million cases. Surveys 
in several vither industrialized countries 
suggest that annually, up to 10% of the 
population may be suffering from a 
foodborne disease. 

Salmonellosis especially has in- 
creased tremendously in industrialized 
countries oil both sides of the Atlantic 
over the past few years. In many coun- 
tries, poultry meat, eggs and hx^ds con- 
tainmg eggs have been identified a.s the 
predominant sources of this pathogen. 
In certain countries^ up to 60-100% of 
poultry meat is contaminated with spe- 
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ctes of Salmonella, and beef, frogs' legs, 
chocolrite and milk have also been im- 
plicated. In 1985, some 170 000 to 
2C0 000 persons were involved in an 
outbreak of salmoncHcsis in Chicago 
(United States) caused by contaminated 
pasteurized milk. 

In addition, many industrial coun- 
tries are expericncitig outbreaks of di.s- 
eases due to relatively newly identified 
types of foodborne pathogens such as 
Caml)'yiobacter jejuni, Listeria 
monocytogene!) and Escherichia coli 
Ol57:H7. CampylohcLcteriosis has in- 
creased to such an extent that it is now 
the leading; foodborne disease in .several 
industrialized countries, for example the 
United Kingdom. As in the case of Sal- 
monella, the main vehicles for the trans- 
mission of Camp-ylobacter are poultry 
meat and unpasteurized milk. Listeria 
monocytogenes may cause severe 
foodborne mfections, with a high fatal- 
ity rate in susceptible individuals. The 
fatality rate, especially in newborns and 
adults with lowered immunity, is in the 
range of 27-30%. The microorganism 
has been implicated in several impor- 
tant outbreaks, involving different types 
of food such as milk> cheese, vegetables 
and meat products. At present there is 
no clear understanding of its biology, but 
it is known to be able to grow at refrig- 
eration temperatures, and at a wide 
range of pH values; it is thus of major 
concern to food industries producing 
products that are subjected to extended 
cold storage, such as cheese. 

Outbreaks caused by E. coli 
0157:H7 are giving rise to concern in 
many countries, as the pathogen causes 
severe damage to health, and may even 
lead to death, particularly in children. 
The number of known outbreaks is in- 
creasing {\iap 6). In 1993, a major out- 
break due to consumption of 
undercooked minced beef (hamburgers) 
affected more than 50C people in the 
n(^rrh-'west of the United States. Many 
children were affected, some suffered 
from the haemolyric uraemic syndrome 
and four children died as a result. In 
Africa, a large outbreak affecting thou- 
.sands of people in [991 was also reported 
to have been caused by E. coli Ol 57:H7. 



Box 8. Hepatitis i 

The infection caused by the hepotitis E virus (HEV), which wos discovered in 1 990, is essen- 
tiolly a WGterborne disease. Woter or food supplies conrominated by faeces in which the virus 
is excreted hove been implicated in mojor outbreoks reported in all ports of the worfd that 
have 0 hot climote. After on incubation period of 2-9 weeks, o self-limiting acute viral hepo- 
titis appears, lasting for a period of severol weeks, which is followed by recovery. No cose of 
chronic disease hos been reported. Mainly young adults, oged 1 5-40, hove been affected by 
ocute hepatitis E. 

In oddition, HEV has o propensity to induce a fulminont form of the ocute diseose (the 
mortality ranges between 0.5% and 4%), particularly in pregnant women, up to 20% of 
whom may develop fulminant hepatitis E, with a mortality that reaches obout 80%. The 
importance of introuterine infections due to hepatitis E infection during pregnoncy, responsi- 
ble for abortions, intra-uterine death, ond high perinatal morbidity and mortality, is currently 
under investigation. 

The first major epidemic was reported in New Delhi in the winter of 1 955-1 956. After 
the flooding of the river Yamuna, 30 000 cases of jaundice were described, and retrospec- 
tively attributed to hepotitis E. Chino reported 100 000 cases of jaundice between 1986 
and 1 988. Since then, additionol outbreaks have been reported from Borneo, India, Indone- 
sia, Mexico, Myonmor, Nepal, Pakistan, Somolio and southern Russian Federotion. 

However, hepofitis E outbreaks or even sporadic cases are mre in temperate climates. In 
Central Europe and in North America, hepatitis E has been diagnosed only in potients return- 
ing from countries with high endemicity for viral hepatitis. But screening of blood donors in 
these areas has shown a prevalence of onti-HEV antibodies of up to 2.5%. The findings were 
similar for blood donors from South Africa (1 .4%) and Thailand (2.8%). Seroprevolence ir 
blood donors from Saudi Arabia ond Egypt were significontty higher (9.5% and 24% respec- 
tively). It remains to be determined whether these findings correspond to real post sub- 
clinical infections. 

Diagnosis is mode by the level of anti-HEV antibodies in the serum. No confirmatory 
ossay is currently available. Anti-HEV IgM antibodies hove been determined; however, their 
usefulness for the diagnosis of acute hepatitis E infection remoins to be confirmed. There is 
no need to treat acute hepatitis E because recovery is always complete. For the fulminont 
form where mortality con reach up to 80%, there is no specific treatment, merely supportive 
measures. 

For prevention, trovellers to highly endemic areas ore recommended to take the usual 
elementary food hygiene precautions. No vaccine or specific immunoglobulin prophylaxis is 
available. Preliminary studies in primates indicate thot protection through vaccination may 
be achievoble in the foreseeable future. 



The vehicles of transmission in this out- 
break were believed to he contaminated 
drinking-water and cooked maize. 

Hepatitis A is common all over the 
worhl: some 10 to 50 persons per 
100 000 are affected annually. Shellfish 
grown in contaminated water have of- 
ten been recognized a.s a source of this 
disesLse. An epidemic of shellfish-home 
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Map 6. I. (oli 0/57 sttms isolated from humans 




hepatitis A m China in 1988 affected 
some 292 000 persons (with 32 fatnli- 
ties), and was related to consumption 
of contaminated clams. Food contami- 
natcd by food-handlers and not subse- 
quently sufficiently heated may also 
transmit the disease. Many cases of 
hepatitis A are known to be linked to 
restaurants. 

Soilborne infections 

Diseases that come from the soil affect 
several million people annually. The 
most deadly of these diseases is neonatal 
tetanus, respcmsible for the deaths of at 
least 4 5C COO children every year, while 
intestinal worm infections are the most 
widespread. 

Tetanus can affect all age j^roups but 
is a problem particularly for newborns 
and their mothers. It is a bacterial dis- 
ease, but it does not spread from one 
individual to another. It occurs through 
the infection of a wound by the tetanus 



bacillus, the incubation period varying 
between 4 and 21 days. 

Neonatal telai\us occurs as a result 
of contamination of the umbilical cord 
with tetanus spores at birth, caused by 
unsterile methods of handling or catting 
the umbilical cord or dressing it with 
germ-laden substances such as ash, mud 
or animal dung (common practices in 
many areas of developing countries). 

Treatment of neonatal tetanus is dif- 
ficult and generally unsuccessful, and 
almost all newbtom bahics affected die. 
The disease can be p:)revcntcd by immu- 
nizing women of reproductive age (es- 
pecially pregnant women) with tetanus 
toxoid and by ensuring hygienic deliv- 
ery and cord care practices in institu- 
tions and at home. 

In the early 1980s, between 800 000 
and I million newborns were estimated 
to die of neonatal tetanus ever^ year (up 
to 25% of infant deaths in many devel- 
oping countries). In somt countries, the 
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annual incidence was over 60 per 1 000 
live births. By 1994 the number of 
deaths had fallen to around 480 000 
annually. The decline of more than 
700 000 cases was mainly the result {}f a 
significant increase in immunization 
coverage of pregnant women with a prO' 
tective dose of tetanus toxoid between 
1989 and 1994, from 27% to 48% rc^ 
spcctively (60% excluding China). In- 
tensified immunization of women of 
childbearing age in selected high-risk 
areas als{^ contributed to the rapid de- 
cline in reported cases observed since 
1990. 

Cases of neonatal tetanus do not 
occur evenly throut^hcnit the world, 
Twent>--six countries, many of them in 
Africa, accounted for more than 80% 
of the estim^ated global neonatal teta- 
nus cases in 1994, Within countries, 
cases tend to occur in clusters in areas 
with poor hyjijiene during childbirth, 
harmful traditional practiccj^ and low 
levels of immunization coverage of 
women. 

In 1989, WHO s Member countries 
decided to eliminate neonatal tetanus 
as a public health pn^blcm by aiming to 
reduce its incidence to less than I CrLse 
per 1 000 live binhs for each health dis- 
trict. If they succeed, 1 million newborn 
deaths and 50 000 maternal deaths due 
to tetanus will be av(^ided each year. 

Of all soilhorne diseases, intestinal 
parasitic infections caused by worms ac- 
count for by lar the greatest proportion. 
Those caused by hookworm, roundworm 
and whipworm predommate. WHO es- 
timates that as many as 3.5 billion peo- 
ple are infected by worms, and that at 
any time some 450 million people, most 
of them children, are ill as a result. The 
number of those affected is increasing, 
and cases occur in all WHO rcgioris. 

While most of these conditions 
amount to no more than diarrht>ea and 
abdominal pain, they can be fatal k is 
estimated that in 1995 hookworm in- 
tecrion killed 65 000 people and round- 
worms killed 60 000. Clironic infections 
impair tlic physical and mental growth, 
nutrition and development of children 
in general and girls and young women 
in particular. 



The infections are spreading rapidly 
in slums, shanty towns and squatter set- 
tlements in and aroutid many cities in 
developing countries. Poor sanitation, 
and consequent contamination of the 
environment with human excreta are 
among the commonest hazards contrib- 
utmg to transmission. Soil is the breed- 
ing ground, when contaminated by 
infected individuals defecating on open 
spaces. 

The eggs of roundworms {Ascaris 
lumbric aides), whipworms {Trichuris 
trichiura) and hookworms, the most 
common soilhorne parasites, need to 
remain in the soil for a certain period 
before they become infective. The con- 
taminated soil may then be carried long 
distances on feet or footwear into houses 
and thereby into contact with people. 
Transmission may occur directly from 
the soil through the mouth or skin, or 
in some cases from person to person. 

Apart from the symptoms described 
above, iron deficiency anaemia is a fre- 
quent rcsuk of hookworm infection, es- 
pecially in children and pregnant 
women. WHO estimates that at any 
time, about 44 million women are both 
pregnant and infected with h(K)k worms. 

Preventing and cwitrolling foodborne, 
waterbornCr and soilhorne diseases 

So much depends on how communities 
deal with human faeces. At least 2.5 bil- 
lion people in developing countries lack 
an adequate system for disposing of their 
faeces. For the poor in many develop- 
ing countries, faeces deposited near their 
homes constantly threaten household 
hygiene, by direct contact with people 
or by being inadvertently carried into 
homes and kitchens by children, domes- 
tic animals or insects. Domestic, neigh- 
bourhood or district water supplies such 
as wells, tanks and reservoirs may be 
contaminated by poorly designed or 
mairitained sewage disposal systems. 

The cleanliness of the water is not 
the only issue; the importance of an ad' 
equate water supply for household hy- 
giene cannot be overemphasized. 
Washing hands after defecation and be- 
fore preparing food is fundamental to 
controlling diseases, but even if this 



i million newborn deaths 
and 50 000 rmtemal 
deaths due to tetanus 
could he avoided 
each year. 
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principle is understood fully, hand' 
washing is impossible without sufficient 
water. 

Improving the quality of drinking- 
water, ensuring proper sewage disposal 
and providing more water for both per- 
sonal and domestic hygiene are the keys 
to the prevention or control of major 
scourges such as diarrhoeal diseases (in- 
eluding cholera), typhoid, guinea-worm 
disease, schistosomiasis and giardiasis. 
The latest estimates, relating to the 
developimg world for 1995, indicate that 
about 25% of the population do not 
have access to safe water, and ovet 66% 
lack adequate sanitation. 



B0x9. Qeamg lip ^ty water and keeimgH 

In many ports of the developing world, drinking-wcter is collected from sources outside the 
home and b then heW in household storage vessels. It moY be conlaminated at the source or 
during storage; strategies to rediKe waterbonfie disease transmission must sofeguord against 
both possibilities. New disinfectant generators ond better designs for storage vessels allow 
fomilies to disinfect drinking^^rater immediotely after colection (pointof-use disinfection) 
and to store treated woter in narrow-mouthed, closed vessels designed to prevent 
recontamination (safe storage). This twcKomponent prevention strategy is a prodicol md 
inexpensive way for households ond communities that lock safe wafer to protect themselves 
against 0 variety of woterbome pothogens, and can thus greatly decrease waterbome dianhoeal 
disease. 

Severol field tests hove olreody been carried out in various ports of Bolivia by the Minis- 
try of Health, CDC, PAHO and USAID. The proposed method wos very well accepted, and 
significant improvements bi the quality of the stored water were observed, as well as o 
decreose in diarrhoeol disease (especially among infants under 1 year old). 

The evidence to date suggests thot this inten^ention strategy is o practical means of 
preventing woterborne diseases such os typhoid fever and diolera. Apart from bringing a 
reodilyiivaikible source of treated woter into the home, the strategy con be successWIy 
applied to other settings such cs day<cre centres ond old people's homes, and used during 
festivals. 

FamiRes are erKOuraged to use disinfected water for washing hands, foods, ond k'rtchen 
utensils and for food preparation, all of which moy reduce the incidence of diseases tronsmif 
ted through personal contact and those transmitted by contominoted foods. Even diseases 
such OS dengue that rely on mosquito vectors moy be reduced if open water storage contoin- 
ws ore eliminated from the household environment The strategy lends itself well to other 
settings: clinics, schools, and even street vendors ore attractive potential targets for this 
inten/ention. The next generation of vessels, currently being pilot-tested among Guatemalan 
street vendors, hove a built-in soap dish, making them even more effective platfomns for 
promoting hond-washing. With the commitment of communities and ministries of health, UN 
ogencies, nongovernmental organizations and private hdustiy, this lowi:ost, effective inter- 
vention could be implemented on a broader scale, 

SfluflCff: UnitBd Stotes Cefiteis for Diseose Contfo! and Prevention ((wrsonal communication). 



Technological advances in water 
supply, sanitation, drainage and solid 
waste management in recent years offer 
cost-effective solutions that can he 
adapted to local circumstances and can 
greatly improve health and environ- 
mental conditions. Personal hygiene is 
immensely important in the prevention 
of contamination of food and drinking- 
water. The provision of a safe and ad- 
equate water supply requires partnership 
between communities and the organized 
public and private sectors, including 
NGOs. Government ministries con- 
cemed with education, development 
and industry have a major role to play. 
Communities can also take local initia- 
tives for the provision of safe water, as 
demonstrated in Bolivia (Box 9). 

Deaths due to diarrhoeal leases 
are particularly tragic because the great 
majority can be avoided by the preven- 
tion or treatment of dehydration, as the 
primary cause of death from acute diar- 
rhoea is dehydration from the loss of flu- 
ids and electrolytes. Correct case 
management, both at home and in 
health facilities, can achieve immediate 
reductions in mortality from acute epi- 
demic and non-epidemic diarrhoea in 
any age group. This is achieved through 
the prevention of dehydration in the 
home by providing increased amounts 
of fluids and continuing to provide food 
or breast milk. Dehydrati(m can be 
treated through the use of oral rehydra- 
tion salts, and the use of intravenous flu' 
ids for severe dehydration. Antibiotics 
should be used only for dysentery and 
severe cases of ch^ilera. 

Outbreaks of ^ardiasis can also be 
prevented by adequate filtration and 
treatment of water supplies. The illness 
itself can be treated with drugs, but con- 
trol measures have been hampered by 
lack of knowledge about the biology and 
natural history t}f die giardia organism. 
There is increasing evidence that its 
natural host is to be found among ani- 
mals. 

Cholera, which is definitively linked 
to poverty, is likely to occur when there 
is overcrowding coupled with lack of 
adequate sanitation and safe drinking- 
water. Therefore the best long-term 
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stmteg^' to prevent cholera is elimina- 
tion of the factors that favour its trans- 
mission, especially hy improving water 
supplies and sanitation 

The treatment of patients with re- 
hydration therapy is the corneTstone of 
public health efforts to reduce cholera 
deaths. During acute emergencies, pro- 
viding clean drinking-water, basic sani- 
tation and safe disposal of human wa^te 
are high-priority preventive interven- 
tions. Immunization is unlikely to be 
useful in epidemics. 

Safe drinking-water systems and ad- 
equate sewage disposal facilities are es- 
scntial for the prevention of typhoid. 
Scrupulous cleanliness is necessary in 
food preparation and handling, as is 
proper storage of salads and other food 
served cold. 

A vaccine exists, but it does not give 
complete protection. F5ccaase of the in- 
creasing emergence of multiresistant 
bacterial strains, there is a greater need 
for longer-lasting, more effective 
vaccines. Research in this field is con- 
tinuing. 

Treatment of schistosomiasis has 
been revolutionized in the last 20 years 
with the use of three very effective 
drugs - praziquantel, oxamniquine and 
inetrifonate wh ich are now included 
in WHOls Model Li.st of essential drugs. 
Modem diagnostic techniques arc sim- 
ple, easy to apply and cost very little. In 
addition, improvements can also be 
achieved by reducing exposure to con- 
taminated water and providing water 
which is free from parasites for drink- 
ing, bathing and washing clothes. 

Uracunculiiisis (guinea-worm dis- 
ease) can be completely prevented by: 
providing safe sources of drinking- 
water; health education and the use of 
cloth filters (for water); encouraging 
infected persons not to enter drinking- 
water sources when the worm is emerg- 
ing, thereby preventing transmi?ision; 
chemically treating unsafe water with 
temephos once a month during the 
transmission seascm, under selected con- 
ditions. 

The enormous health, social and 
economic benefits of the eradication 
programme are already being realized. 



For example, 40% increases in food pro- 
duction in some areas have followed re- 
ductions in cases of die disease. Areas 
under cultivation by farmers have in- 
creased by 25%, and school absentee- 
ism has dropped from 60% to 13% in 
some areas. 

An International Commission for 
the Certification of Dracunculiasis 
Eradication was created in 1995 and 
country-by-country certification proce- 
dures will begin m 1996 under WHO's 
guidance. 

The prevention and control of 
foodbome infections depends on im- 
proving the hygienic quality of raw food- 
stuffs at the agricultural level; applying 
food processing technologies such as 
pasteurization, sterilization, fermenta- 
tion or irradiation; and, most critically, 
educating food-handlers in the princi- 
ples of safe food preparation. Education 
of consumers and food-handlers is vital 
for the prevention of diarrhoeal diseases. 

A vaccine for hepatitis A is avail- 
able and is recommended for food- 
handlers. But because of its high cost, 
its use has not been widely promoted. 

Here too, intersectoral cooperation 
is essential. Without it, health promo- 
tion and disease prevention cannot 
make headway. The responsibility for 
providing safe food should be shared 
between governments and the food in- 
dustry, from producers to retailers. 

Tetanus can never be eradicated be- 
cause die spores which cause it will al- 
ways remain in the environment to pose 
the risk of infection. But it can be elimi- 
nated as a public health problem - 
which means reducing its incidence to 
less than 1 case per 1 000 live births in 
each health district where it (xicurs. Tliis 
requires immunization of pregnant 
women and all women of childbearing 
age in high-risk areas. Hygienic child- 
birth practices are also a key element of 
prevention, and arc being promoted 
through a WHO "clean delivery" cam- 
paign. 

Babies bom to immunized mothers 
have a natural immunity to tetanus for 
up to 1 2 weeks. Women need two doses 
of vaccine to gain up to three years' pro- 
tection, and five doses to cover all their 



Safe drinking-water 
system and adequate 
sewage disposal facilities 
are essential for the 
prevention of typhoid. 
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Of all the insects that 
transmit disease y the 
mosquito represents by 
far the ^eatest menace . 



childbearmf> years for miiximum im- 
mune response. 

Tlie probable number of women liv- 
ing in high-risk areas who need three 
doses - which give five years' protec- 
tion - is 55 million. The estimated cost 
of immunizing them all is $84 million - 
equal to $1 .53 per woman. 

If world efforts to inununizc mfants 
with three doses of DPT arc maintained, 
reinforcing infant immuniziition with a 
fourth dose of DPT at 15 to 24 months 
prolongs tetanjs immunity' for another 
five years. A fifth dose of tetanus toxoid 
(given as Td or DT vaccine) at school 
entry will provide immunity for another 
10 years. An additional dose when leav- 
ing school will ensure sufficient immu' 
nity for all childbcaring-age years. 

Scientists are trying to develop a 
slow-release tetanus vaccine which can 
ensure solid and long-lasting immunity^ 
with one injection. This could substan- 
tially cut costs and raise immunization 
coverage. But research is still at an early 
.stage and it will be some years before 
such a vaccine becomes available. 

Meanwhile, the goal of global elimi- 
nation of neonatal tetanus will not be 
achieved unless many developing coun- 
tries give higher priority to tetanus 
immuniiation programmes, and interna- 
tional donor agencies provide additional 
funding. 

In a perfect world there would be 
adequate sanitation for all and .shoes for 
everybody. In the real world, neither 
applies, and contn)lling rather than 
eliminating soilbome intestinal para- 
sitic infectimis will remain the realistic 
goal until they do apply. 

WHO promotes the regular use of 
single-dose, safe, cheap and effective 
drugs to combat the effects of intestinal 
worm infections. Research show^s that 
in populations at risk, mo^t of the worms 
are harboured by a small part of the 
population. This implies that it is most 
cost' effective to identif>' and treat the 
group that is most heavily infected- 

Recent WHO studies in Zanzibar 
(United Republic of Tanzai^ia) indicate 
that regular anthelminthic treatment 
with mebendazole (2.8 US cents a dose) 
significantly improves the iron status of 
schoolchildren. 



In areas where there is a high risk of 
hookworm infection and where many 
women have anaemia, WHO recom- 
mends that specific anti-hookworm 
chemotherapy should be included in 
strategics designed to improve the 
health, development and nutritional 
status of girls and women. 

Insect-borne diseases 

Flourishing in conditions of heat and 
humidity, poverty and overcrowding, 
insects spread deadly and disabling dis- 
eases among almost half of the world's 
population. They prey particularly on 
small children, killing more than a mil- 
lion of them every year. They lay vast 
areas of land to waste, preventing pro- 
ductive settlement, destroying agricul- 
tural potential, and blighting whole 
communities and regions. 

The enormous variety of insect spe- 
cies includes numerous carriers of dif- 
ferent di.seases, and there can be no 
common approach to preventing or con- 
trolling them. Sleeping sickness, for ex- 
ample, is tmnsmittcd by the tsetse fly, 
with 55 million people at risk. The leish- 
maniasis group of diseases is spread by 
sandflies, putting 350 million people at 
risk. Another 100 million people in 
Latin America are at risk of Chagas dis^ 
ease, which is spread by household bugs. 
River blindness is carried by blackflics, 
and plague is carried by fleas, with mil- 
lions of people at risk of infection. 

The mosquito: public health enemy 
number one 

But of all the insects that transmit dis- 
ease, the mosquito represents by far the 
greatest menace. It remains mankind's 
most indomit^ible foe, resisting costly 
effcjtts to eradicate or even control it. 

The mosquito is the vector for dif- 
ferent disea.ses such as malaria, dengue 
fever and yellow fever, which together 
cause several million deaths, and hun- 
dreds of millions of cases every year, 
Mosquitos also spread lymphatic filaria- 
sis (elephantiasis), which infects about 
120 million people; and Japanese en- 
cephalitis, which takes its biggest coll 
among children. 
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Different species of nio&quito are in- 
volved in the tratuniisijion ot different 
diseases, each with its own particular 
hahit.s: some feed by day and others hy 
night; some prefer to feed indoors and 
others prefer to do so outside; some rest 
after feeding and others depart; some 
prefer to fe^ed on humans and others on 
animals; and various species choose dif- 
ferciit places fe»r laying rhcir egg^i. Mos- 
quito control requires a knowledge of 
these habits* 

Today, rhc mosquito is literally 
spreading its win^s as a carrier of dis- 
ease and settling* in new areas far from 
its original geographical boundaries. 
Some ot the reasons - international 
travel, trade and migration - have al- 
ready been outlined in the introduction 
U) this chapter. In addition, expanding 
agriculture, the clearing of forests or the 
building of d ims and irrigation schemes, 
and unplanned urban dcvcloptnenr pro- 
vide luosquitos with new breeding 
grountls, while at the same time bring- 
ing more people into contact with them. 
Changes in climatic conditions are 
enabling mosquitos and other discase- 
carr\Mng insects to survive and breed at 
more northern latitudes and higher ab 
titudes. 

One example illustrates the role of 
international travel and trade. The 
Asian tiger mosquito, which can trans- 
inir deadly strains of enceplialitis virus 
as well as dengue and yellow fever, has 
been introduced into the United States, 
Brazil and parts of Africa in cargoes ni 
rubber vehicle tyres shipped from Asia, 
In the United States aloi\e, this mos- 
quito is established in at least 23 states, 
and can survive winters as tar north as 
Chicago. 

Malaria is endemic in 91 countries, 
with about 40% of the world's popula- 
tion at risk. Each year there are 300- 
500 mdlion clinical cases of malaria, 
90% of theni in Africa, and between 
1.5 million and 2.7 millit^n deaths. 
Among all itifectious diseases, malaria 
continues to be one of the biggest con- 
tributors to disease burdens in terms of 
deaths and suffering. By undermining 
the health and capacity to work of hun- 
dreds of millions of people, it is closely 



linked to poverty and contributes sig- 
nificantly to stunting social and eco-^ 
nomic development. 

In many parts of the world, malaria 
is becoming an even greater problem 
than before. Epidemics are recurring in 
areas where transmission had been in- 
terrupted, and are generally associated 
with deteriorating social and economic 
conditions. 

Malaria is a febrile disease caused by 
the four species of human malaria para- 
sites belonging to the genus PkLsmixlium 
and naturally transmitted to people by 
the bite of an infected female mosquito 
of the genus Anopheles. Early symptoms 
include fever, shivering, aches and pains 
in the joints and headache. In 
falciparum malaria, infected red cells 
can obstruct the blood vessels of the 
brain, causing cerebral malaria, which 
is often lethal. Other vital organs can 
also be damaged, with fatal conse- 
quences. 

Forty years ago there were hopes that 
malaria would be eradicated in a fairly 
short time, mainly through the inten- 
sive use of insecticides. However, ma- 
laria still remains a serious threat in 
endemic countries today. 

Those at greatest risk of dying from 
the disease are children under age 5 in 
malaria-endemic areas; pregnant 
women; people tnoving from non- 
malarious to malarious zxmes for reasons 
of work, migration, refuge, war or tour- 
ism; and travellers who visit endemic 
countries and return home with the 
disease. 

WHO'S global malaria strategy 
(which is intended to prevent mortab 
ity, reduce morbidity and lead to a de- 
crease in social and economic loss) 
consists of providing early diagnosis and 
prompt treatment; planning and imple- 
menting selective and sustainable pre- 
ventive measures t including vector 
control; detecting early, containing or 
preventing epidemics; and strengthen- 
ing local capacities in basic and applied 
research to permit and promote the 
regular assessment of a country's malaria 
situation, in particular the ecological, 
social and economic detenninants of the 
disease. 



Malaria continues to he 
one of the biggest 
contributors to disease 
burdens in terms of 
deaths and suffering. 
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Dengue affects more 
than 1 00 countries in all 
continents except 
Europe, and is spreading 
rapidly in many areas. 



TTie main problems in malaria con- 
trol are shortages of resources and resist- 
ance to pesticides and drugs. 

Dengue fever, a severe influenza- 1 ike 
illness, and dengue haemorrhagic fever 
are closely-related conditions caused by 
four distinct viruses transmitted by 
Aede$ ae^pti m(\squitos. Dengue is the 
world's most important mosquito -borne 
virus disease. A total of 2 500 million 
people worldwide are at risk of infection. 
An estimated 20 million cases occut 
each year, of whom 500 000 need to be 
hospitalised. There is no cross-immu- 
nity, which means that an individual 
who has recovered from one remains 
susceptible to the other three. The 
haemorrhagic form of dengue (DHF) 
mcDst often occurs in individuals who 
have previously had the infection but 
are infected again with a different virus 
t^-pe, although DHF may occasionally 
occur after one primary infection. The 
viruses move continuously between 
crowded urban centres, causing massive 
outbreaks of disease. 

Dengue, and especially dengue 
haemorrhagic fever, cause severe head- 
ache and pain behind the eyes which 
worsens with movement; patients have 
a high fever ai\d muscle and joint pains. 
In the haemorrhagic form, there is 
bleeding from the nose, mouth, and 
gums, excessive thirst and difficulty in 
breathing. There is no cure and as yet 
no vaccine. 

Dengue affects more than 100 coun- 
tries in all ccmtinencs except Europe, 
and is spreading rapidly in many areas. 
It flourishes in conditions of poor hous- 
ing, overcrowding, and inadequate sani- 
tation, especially in cities in tropical and 
subtropical regions of the Americas, 
Asia, Africa and the Western Pacific, 
and in communities where there is ac- 
cumulation of solid waste, especially dis- 
carded containers and tyres where 
mosquitos breed. 

In 1 995, the worst dengue epidemic 
in Latin America and the Caribbean for 
15 years struck at least 14 countries, 
causing more than 200 COO cases of den- 
gue fever and almost 6 000 cases of den- 
gue haemorrhagic fever. There was oi\ly 
limited dengue in the western hemi- 



sphere imtil 1981, when the first out- 
break occurred in Cuba- 
Dengue epidemics are increasing due 
to growing urban populations, expand- 
ing mosquito breeding sites and rapid 
transportation which involves both the 
movement of infected pet^ple and the 
spread of dcngue-carr^'ing mosquitos. 

Many major cities of the world are 
at risk of potentially devastating epi- 
demics ofyelloiu fever. This mosquito- 
borne virus disease occurs in tropical 
regions of South America and Africa, 
and is maintamed in a transmission cy^ 
cle involving forest-dwelling mosquitos 
and monkeys^ often referred to as the 
"jungle yellow fever" cycle. Many ma- 
jor cities, especially in the Americas, are 
heavily infested with Aedes a^gypti mos- 
quitos, and should yellow fever virus be 
introduced and transmission initiated, 
thousands of cases and deaths could oc- 
cur in spite of the availability of a pro- 
tective vaccine. 

Yellow fever is characterized by sud- 
den onset, fever, chills, headache, back- 
ache, generalized muscle pain, 
prostration, nau.sea and vomiting. Jaun- 
dice is modemte in the early stages but 
intensifies later. As the disease 
progresses, the pulse becomes slower and 
weaker, and haemorrhages may occur. 
The death rate ranges from less than 5% 
to more than 50% during epidemics. 

The incidence of yellow fever is 
greatest in part^ of western Africa, in- 
cluding Ghana, Nigeria, and adjacent 
countries, and in northern South 
America, especially Peru, Bolivia, Bra- 
zil and neighbouring countries. Rural 
populations are at greatest risk, with 
most cases occutring among young adult 
males who enter the forests as part of 
their work. 

Like many other insect-borne dis- 
eases, yellow fever is spreading. The larg- 
est number of cases for 40 years was 
reported during 1 988-1 990; this was fol- 
lowed in 1992 by the first epidemic of 
yellow fever recorded in Kenya (Box 10). 
In 1995, Peru also suffered its worst-ever 
outbreak, with 440 cases in the first six 
months of the year - the highest number 
recorded in the Americas since 1950. 
WHO estimates that diere are probably 
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some 200 000 cases and 20 000 deaths 
a year from the disease. 

Japanese encephalitis is another 
mosquitO'bome vinis disease. Its trans- 
mission cycle involves wild birds and 
domestic pigs as amplifying hosts, and 
the most common mosquito vector is 
Culex vritaeTuarhynais, which is associ- 
ated with rice-growing regions. In recent 
years, the disease has appeared to spread 
into new parts of Asia, perhaps as a re- 
sult of increased rice field agriculture. 

Most infections are asymptomatic, 
with only one in a few hundred infec- 
tions leading to clinical illness. Mild 
cases are often characterized by febrile 
headache or aseptic meningitis. Severe 
infections arc usually characterized by 
acute oaset, headache, high fever, diso- 
rientation, coma, convulsions (espe- 
cially in infants), and spastic paralysis. 
Among the severe cases, fatality rates 
may reach 60%. 

An estimated 43 000 cases of Japa- 
nese encephalitis occur globally each 
year, with 1 1 000 deaths and nearly 
9 000 disabled. The vast majority of 
cases (about 85%) occur among children 
less than 15 years of age. Nearly 10% of 
the cases are among those over 60 years, 
perhaps reflecting waning protective 
immunity. About three-quarters of the 
cases occur in the Western Pacific, pri- 
marily China and adjacent countries, 
with the remainder occurring in South- 
East Asia, especially India. The disease 
is rare in other parts of the world, and 
when seen, Is generally assfjciaied with 
travellers returning from endemic areas. 

Lymphatic fdariasis or elephantia- 
sis - die grotesquely disfiguring disease 
affecting the legs, arms and genitals - is 
the most notorious result of infection 
with filarial parasites transmitted by 
Culex mosquitos. About 120 million 
people are infected in tropical areas of 
Africd (40 million), India (45 million), 
South-East Asia, the Pacific Islands, and 
Soutli and Central America. 

Lymphatic filariasis also causes acute 
fevers, inflammation of the lymphatic 
system, and the bronchial-asthmatic 
condition known as "tropical pulmonary 
eosinophilia". 



Diseases spread by other insects 

Although 350 million people in 88 
countries are at risk of leisHnumiosis, 
much of the rest of the world knows lit- 
tle about the disease, so its victims are 
largely unnoticed outside their home- 
lands. Leishmaniasis is a grossly disfig- 
uring disease as well as a potentially 
deadly one. As a result, many sufferers, 
particularly women and children, are 
social outcasts, victims of prejudice and 
stigmatization. 

Leishmaniasis, named after 
Leishman, the doctor who identified the 
causative organism in 1901 when treat- 
ing patients in India, exists in various 



Box 10. YeBow fever m Kenya 

The first yellow fever outbreak reported from Kenya since 1 943 begon in September 1 992 
ond continued until March 1 993, Although only 54 cases ond 28 deoths were reported, flie 
outbreak attracted woddwide ottention because of Kenya's toufjst industry and the fact Ifiot 
this diseose appeared to be newly emerging there. The outbreak was controlled by adminis- 
tering neoriy 1 million doses of yellow fever vaccine, in an effective display of international 
colloborotion. It subsequently become clear that there were significant shortcomings in the 
notional copacity to address a disease problem of this noture. Although Kenyo is clearly 
morked as being in the yellow fever endemic zone, mony yeors without a cose hod led to 
complacency. Clinicions did not think of yellow fever in their differential diognosis, and if they 
did, the laboratory support necessary to confirm a diagnosis wos not relioble, ond formal 
surveillonce did not exist to document previous coses. Consequently, o colloborctive effort 
was begun to strengthen yellow fever capodty; two Kenyon virologists from the Kenya Medi- 
cal Research Institute (KEMRI) were trained at the Centers for Disease Control and Preven- 
tion (CDC) in the United States in modem yellow fever diagnostic techniques; the Government 
of the Netherlonds provided ossistonce in the developnfient of on active yeBow fever surveil- 
lonce progmmme; and dinicions working in the outbreak area received guidance in yellow 
fever diognosis ond reporting. Beginning in 1994, on active ydkw fever surveillance pro- 
gramme wos initiated, supported by prompt loborotory confirmotion of suspected cases. As a 
result, continued lodevel yellow fever tronsmission was cleody documented, indicating that 
the vims continued to be transmitted among wild animals and k)cal mosquitos, occasionally 
infecting humans who hod not been vaccinated during the moss campaign. When the Ken- 
yan Ministry of Health was informed of the situation, it promptly cdded yeltow fever vaaine 
to the regional Expanded Programme on Immunization. In oddition KEMRI, in colloboration 
with WHO ond CDC, hasted representotives from other African wrology laboratories of o 
workshop for loborotory diagnosis of yellow fever. Participants were given two weeks of 
intensive laboratory Iroining, and provided with yellow fever diognostic kits for use in their 
own countries. Thus tfie challenge of the emergence of yellow fever in Kenya wos met head- 
on ond became the entrypoint for developing on effective surveillance system able to re- 
spond to other infectious disease emergencies, by combining public health intervention, 
Wrostructure building and Strang international colloboration. 
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Map 7. Lehhmama/HlV co-infeOion, 1995 




forms, all due ro parasites spread by the 
bites of many different species of sandfly- 

The most serious form, visceral leish- 
maniasis - also known as kala-asar - can 
have a fatality rate as high as 100% if 
untreated. It is characterized by irregu- 
lar bouts of fever, substantial weight loss, 
swelling of the spleen and liver» and 
anaemia. Nine out often cases occur in 
Bangladesh, Brazil, India and Sudan. 

Another form, mucocutaneous leish- 
maniasis, can involve partial or total 
destruction of the mucous membranes 
of the nose, mouth and throat cavities 
and surrounding tissues- Ninety per cent 
of these cases occur in Bolivia, Brazil and 
Peru. 

The commonest form, cutaneous 
leishmaniasis, produces skin ulcers, 
sometimes as many as 200 on the face, 
arms and legs, leaving permanent scars. 
Nine out of ten cases occur in Afghani' 
$tan> Brazil, Islamic Republic of Iran, 
Peru, Saudi Arabia and Syrian Arab 
Republic. 



Over the last 12 years, there has 
been a sharp increase in the recorded 
number of leishmaniasis cases, reflect- 
ing the geographical spread of the dis- 
ease; WHO estimates that about 
1.8 million new cases occur ever\ year 
globally. 

The spread of the disease is acceler- 
ated by development programmes such 
as road building, dam construction, min- 
ing and forest exploitation that bring 
incre^ising numbers of people into con- 
tact with the disease vectors. Another 
factor enhancing spread is the haphaz- 
ard growth of major urban centres which 
creates conditions that increase trans- 
mission risks. A third hctov is the move- 
ment between countries or regions of 
migrant workers who themselves act as 
vehicles for the disease. A fourth factor 
is the halting or winding down in some 
countries of malaria control campaigns 
using insecticide sprays which were di- 
rected against mosquitos, but which 
were also effective against other insect 
vectors. For instance, leishmaniasis al- 
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most disappeared from India ir\ the 
1 96Cs because sandflies were reduced as 
a side-effect of DDT spraying to control 
malaria. But when the spraying stopped, 
the flies and the disease returned. 

Visceral leishmaniasis (VL) is 
sprcidding in several areas of the world 
due to epidemiological changes which 
sharply increase its overlapping with 
AIDS (M<2/) 7). Leishmania/HIV co^in- 
fection is c(m.sidered to he a real "emerg- 
ing disease*', especially in southern 
Europe where 25-70% of VL cases in 
adults are related to HIV and L5-9% of 
AIDS patients suffer from newly ac- 
quired or reactivated VL {Box 1 1). 

Sleeping sickness (African trypcmo' 
somiasis) is caused by parasites called 
tr^^paniisomes, transmitted to humans 
dirough the hitc of a tijetse fly. This fly 
is found only in certain parts oi Africa, 
It feeds on the blood of animals and 
humans, acquirino; or transmitting infec- 
tion as it feeds. Following transmission, 
the trypanosomes proliferate and gradu- 
ally invade all the organs of the b<x]y. 

In the early stage, the main clinical 
signs arc high fever, weakness and head- 
ache, joint pains and itching. Gradually, 
the initial symptoms become more pro- 
nounced and other manifestations ap- 
pear, such as anaemia and cardiovascular 
and kidney disorders. Later, when the 
parasites invade the central nerv^ous sys- 
tem, the disease takes a dramatic turn. 
The patient's behaviour changes; he or 
she can no longer ccmcentrate and bc' 
comes indifferent to or exasperated by 
everything. Sudden and completely un^ 
predictable mood changes become in- 
creasingly frequent. The patient is then 
(:>veTcome by extreme torpor, insomnia, 
and exhaustion, leading to deep coma 
and death. 

Pain, suffering and death from sleep- 
ing sickness threaten more than 55 mil- 
lion people in 36 countries of sub- 
Saharan Africa. When untreated this 
disease progresses until it gives no res- 
pite from sufferings day or night, and 
ends in death. If transmissicm is high the 
effect is dramatic: whole villages are 
abandoned- Exclusively a rural disea.se, 
sleeping sickness smoulders steadily ex- 
cept for occasional epidemics, and usu- 
ally has k)w political vi.sibility. 



Box 1 L Leishmaniasis and HIV 

Coinfection of visceral leishmaniasis (VL) and AIDS is emerging due to the spreod of the 
AIDS pandemic in suburban and rural areas of the world. Meanwhile, it is estimnted thot 
500 000 new clinical coses of VL occur annually, and 200 million people live in endemic 
oreas. The disease is endemic in 62 countries and is spreoding in several new orecs owing to 
epidemiological changes. 

Leishmania/HIV is considered to be an "emerging diseose" especially in southern Eu- 
rope, where 25-70% of adult VL cases are related to HIV infection, and 1,5-9% of AIDS 
patients suffer from newly acquired or reactivoted VL, In this area, VL is the most frequent 
opportunistic parasitic infection. Furthermore, in the foci of southern Europe, 70% of co- 
infected patients ore intravenous drug users and, consequently, the age distribution of the 
patients has changed drostically. Up to 20-25% of the population living in an endemic area 
may be infected, but without showing symptoms for yeors. However, the disease quickly 
appears when immunity is affected. 

In 1995, the total number of leishmania/HIV co-infections in the Meditenaneon area 
was estimated at over 1 000 coses. Most of the co-infections reported in the Americas occur 
in Brazil. Leishmania/HIV co-infections were also reported in Africa from Comeroon, Ethio- 
pia, Guinea-Bissau, Kenyo, Malawi and Sudan. In Asia, the first cases of leishmanio/HIV co- 
infection were recenriy reported from India. 

To better understand this new phenomenon, WHO erected a network of 1 4 institutions 
in 1 0 countries, to collect standordized information in a central international registry, and is 
currently onalysing data on 700 retrospective cases. 



Sleeping sickness causes immense 
mental suffering, with early symptoms 
such as sleep disturbance and psychosis. 
Of the diaeai>e's two forms, the western 
African "gambiense" form begins with 
a fever and then develops slowly, kill' 
ing its victim only several years later. 
The eastern and southern African 
"rhodc^icnse" form is more acute. Severe 
symptoms begin within a few days, and 
death occurs in a few weeki to a year. 

The countries currently most seri- 
ously affected by gambiense sleeping 
sickness are: Angola, C^anieroon, (Cen- 
tral African Republic, Chad, Congo, 
Sudan., Uganda and Zaire. The rhode- 
sicnsc disease affects the United Repub- 
lic of Tanzania most, followed by 
Malawi, Mozambique and Uganda. It is 
also endemic in Ethiopia and Zambia, 
but little is known about its prevalence 
in those countries. 

River Hindness (onchocercicisis) is 
the most dreaded but not the only se- 
quel of infection with the filarial worm 
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The latest evidence 
suggests that incidence 
of plague is on 
the increase. 



Onchocerca volvulus y which affects some 
17.6 million people in Africa, and a 
smaller number in Central and South 
America. The parasite is transmitted by 
blackrties that breed in fast-flowing riv- 
crs and, like the parasites of lymphatic 
filariasis, mature into adult male and fe^ 
male forms in the human host. However, 
rather than settling into the lymphatic 
system, adult worms settle into visible 
lumps or nodules under the skin. Then, 
as in other filarial disease, for some 1 0- 
14 years the female parasite produces 
millions of microfilariae, which in on- 
chocerciasis invade the skin and the eye, 
rather than remaining in the blood. 

In the skin, microfilariae cause al- 
most unbearable itching and eventually 
destroy skin elasticity, texture and ap- 
pearance; in the eye, over time they can 
destroy the retina and make the cornea 
and lens opaque. Key factors determin- 
ing the outcome are the intensity of 
transmission and infection and the spe- 
cies of worm involved: some species are 
mainly responsible for blindness and 
others for itching and other skin mani- 
festations. 

Onchocerciasis affects 17.6 million 
people, of whom 15 million, or more 
than 85%, now live outside the 11- 
country region of the Onchocerciasis 
Control Programme in West Africa. 
Throughout the region covered by the 
Programme, the disea.se is under control 
as a public health problem, but outside 
the region, onchocerciasis remains 
a major cause of blindness in the cen- 
tral and eastern parts of the savanna 
belt of the tropics, including parts of 
Cameroon, the Central African Repub- 
lic, Chad, Nigeria and Sudan - areas 
where some 6.5 million people are in- 
fected. 

In other endemic areas of Africa - 
where 8.6 million people are infected - 
the disease causes severe skin problems 
and other systemic consequences. 

Onchocerciasis is still endemic in six 
countries of the Americas but new foci 
have been found and the disease may 
spread still further as infected workers 
continue to exploit areas of virgin for- 
est. The situatitm is also complicated by 
the presence of large numbers of human- 



biting hlackflies in areas from which 
onchocerciasis is at present not reported. 
However, studies over the last decade 
have indicated that while the geographi- 
cal borders of the southern focus of the 
disease have been extended, the epide- 
miological characteristics have re- 
mained stable. Concentrated efforts 
were made to control the disease in ar- 
eas where it is endemic through ccx)rdi- 
nation of ivermectin distribution 
activities. A conference held in 1991 
resulted in the launching of a regional 
onchtxrerciasis elimination programme 
to reduce morbidity through the mass 
distribution of ivermectin in Brazil, Co- 
lombia, Ecuador, Guatemala, Mexico 
and Venezuela, integrated with other 
measures such as hepatitis B vaccination 
of children, and the use of primary 
health care workers. In accordance with 
a strategic plan of action, a multina- 
tional, multiagency and multidonor coa- 
lition was formed to support activities 
for eliminating onchocerciasis as a pub- 
lic health problem. 

Plague is often regarded as a scourge 
of medieval times, from which the world 
is now largely free. But the latest evi- 
dence suggests that incidence of the dis- 
ease is on the increase. During 1995, at 
least 1 400 cases of human plague (in- 
cluding at least 50 deaths) were noti- 
fied to WHO. The disease occurs 
particularly in rodents. It spreads from 
rat to rat and from rats to humans mainly 
by rat fleas biting first a sick rat and then 
a person, thus transmitting YemTua pes- 
tiSy the bacterium of the disease. 

Plague most commonly has two 
form.s: bubcmic and pneumonic. The 
more frequent form is bubonic, in which 
there is a sudden onset of severe malaise, 
headache, shaking chills, fever and pain 
in the affected regional lymph nodes. 
Liirge and painful lumps appear under 
the skin, called buboes. The more dan- 
gerous form of the disease is pneumonic 
or pulmonary plague, which affects the 
lungs and can be transmitted from per- 
son to person by droplets in the air from 
sputum discharged by the infected indi- 
vidual. 

Some countries in Africa, the 
Americas and Asia report cases almost 
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every year: Madagascar, United Repub- 
lic of Tanzania and Zaire in Africa; 
Bolivia, Brazil, Peru and the United 
States in the Americns; and China, 
Kazakhstan, Mongolia, Myanmar and 
Viet Nam in Asia* Howevef, cases oc- 
cur in areas that had apparently been 
free from the disease for many decades- 
For example, it has reappeared in Bot' 
swana, India and Malawi in recent years 
after "calm'' periods of up to .30 years. 
Peru experienced a large outbreak nf 
plague in 1984, followed by another in 
1990 and again in 1992. These out- 
breaks are linked to cyclical epidemics 
of plague m rodents. 

Over the last 20 years, the mean 
annual global plagiie case fatality rate 
has been 9%, ranging from just over 14% 
in Africa to just under 6% in the Ameri- 
cas, These high rates persist despite the 
availability of highly effective drugs 
against the disease. 

Other factors are involved in the 
apparent increase in plague. In the 
United StHtes, for example, rapid sub- 
urbanization has resulted in increasing 
numbers of people living in or near ar- 
eas where plague exists in nature. The 
number of states of that country report- 
ing plague cases increased from three 
during 1944>1953 to 13 during 1984- 
1994. Surveillance of plague in rodents 
indicates that the disease has spread 
eastwards in the United States to areas 
believed to have been free of plague dur- 
ing the previous 50 years. 

Chagas disease (American trypano- 
somiasis) is a severe, disabling and po- 
tentially fatal disease caused by the 
parasite T. cmzi which is harboured by 
both domesticated and wild animals. 
The parasites are mainly transmitted to 
humans by a blood-sucking triatomine 
bug, usually found in poor housing and 
living conditions. It is also transmitted 
at birth from infected mothers to their 
babies and through transfusii}ns of blood 
infected with the parasites. It occurs 
only in tlie Americas and is widespread 
in rural zones from Mexico to Argen- 
tina, with heav^'' concentrations in Ar- 
gentina, Brazil, Chile and Venezuela. 
Cases are also reported in Mexico, Peni 
atid most other Central and South 



American countries as well as in the 
Caribhean Islands and the United 
States. Some 100 million people are at 
risk of contracting the disease, and at 
least 18 million people are infected. 
More than a third of those infected de- 
velop chronic Chagas disease, and about 
30% of these become incapacitated due 
to cardiac damage which may also lead 
to sudden death. Others suffer digestive 
damage and peripheral nervous impair- 
ments. More than 2 million people al- 
ready have complications, and 45 000 
people a year die. Chagas disease is the 
leading cause of cardiac death among 
young adults in parts of South America. 

No treatment is available for the 
chronic forms of the disease. Oral drugs 
such as nifurtimox and bcnznidazole are 
u.scd m acute cases but their efficacy 
varies ctmsiderably from place to place, 
probably due to variations in parasite 
strains. The infection can be effectively 
eliminated through interruption of 
transmission via triatomine bugs 
through regular spraying with residual- 
action insecticides and the systematic 
screening of blood donors. 

Prevenfing and confrolUng insect-borne 
diseases 

The five main diseases spread by mos- 
quitos - malaria, dengue, yellow fever. 
Japanese encephaUtis and filariasis - do 
not lend themselves to a single, com- 
prehensive approach. Each has to be 
tackled in its own right. At the same 
time, however, some methods of preven- 
tion or control are common to all of 
them. 

Vaccines against yellow fever and 
Japanese encephalitis already exist, and 
others are being developed against ma- 
laria and dengue, although it will be sev- 
eral years at least before they become 
available. There is an effective drug 
against filariasis. 

Tlie two key measures to prevent the 
spread of these five diseases are the 
elimination of mosquito breeding places 
and the prevention of mosquito bites. 
The first involves community action, 
such as covering water storage contain- 
ers and removing discarded containers 
from inside and around houses; house- 



Chagas disease is the 
leading cause of cardiac 
death among young 
adults in parts of 
South America. 
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Worldwide efforts in 
basic research in malaria 
vaccines are at last 
beff.nning to hear fruit . 



to-house inspection; and control pro- 
grammes using insecticide sprays. 

The second involves people protect- 
ing rlicmselve.s with insecticidc-imprej.'' 
natcd materials SLicb a.s curtains and 
nets, repellents and screens. 

Vector and disease surveillance arc 
extremely importiint, as are rapid inter^ 
vention and control when an outbreak 
occurs. Other important measures are 
health education canipaij^tis and prepa- 
rations to guard against outbreaks. 

Following high-level political com^ 
niitment for a Global MaUiria Control 
Strategy made m 1 992 at a Ministerial 
Conference in Amsterdam, a target was 
set (or achieving a reduction in malaria 
mortality of at least 20% by the year 
2000 in at least 75% of affected couiv 
iries. In 1994, the United Nations Gen- 
eral Assembly called upon WHO, as the 
lead agency for health, to promote the 
mtemational mobilization of technical, 
medical and financial assistance to in- 
tensify the struggle against malaria. 

Drugs such as mefloquine and 
halofan trine have been developed and 
registered, and artemisinin derivatives 
developed and brought close to registra- 
tion. 

la Africa^ large-scale multicentre tri- 
als of the effectiveness of insecticide- 
treated bednets have demonstrated a 
dramatic reduction in mortality of chil- 
dren under the age of 4- These research- 
based results are now being translated 
into operational recommendations for 
national control programmes. 

Worldwide efforts in basic research 
in malaria vaccines are at last beginning 
t{^ bear fruit. In the United Republic of 
TanzaT\ia in 1994 a double-blind phase 
111 trial of the Colombian SPf66 pep- 
tide vaccine demonstrated that it re- 
duced the numbers of first malarial 
fevers in children by around a third. 
Continuing studies with this and other 
vaccines are yielditig additional data 
that will form the basis for recommen- 
dations tor their use. In the meantime, 
emphasis is being placed on strength- 
ening national capacity to diagnose and 
treat malaria; epidemic preparedness 
and control; and mobilizing sustainable 
international commitment for long- 
term malaria control. 



In the countries of Africa south of 
the Sahara, special attention is being 
given to strengthening general health 
services and enabling health cMrc pro-^ 
vidcrs from other sectors and tbe com- 
munities themselves to provide early 
diagnosis and prompt treatment, i.e. dis- 
ease management. In the rest of the 
world, rhe emphasis is on improving the 
provision of basic curative services at all 
levels of heal tb care and the promotion 
of rational drug use; and implementing 
selective measures for disease preven- 
tion, including selective vector control, 

A dengue vaccine is being deveh 
oped in Thailand with WHO's help. 
The results of clinical trials in adult vol- 
unteers show that it is safe, and its im- 
munological response is encouraging. 
Trials of the vaccine in children have 
also begun. 

A Uve, attenuated, highly efficacious 
vaccine for yellow fever is available and 
widely used, including in the Expanded 
Programme on Immunization in many 
countries. Protective antibodies appear 
7-10 days after immunization and prob- 
ably persist for life, although 
reimmunization is currently recom- 
mended every 10 years. Other interven- 
tions centre around prevention of bites 
from infected mosquifos. Thus mosquito 
control activities, especially targeted to 
Ae. aegypn, arc critical in the preven- 
tion of urban transmission. 

Urban transmissioi\ of yellow fever 
is essentially identical to that of dengue 
fever, a rapidly increasing public health 
pn)blem in many countries of the trop- 
ics. Control of breeding of Ae. a^^'pti 
mosquitos around houses should lessen 
the risk of urban yellow fever transmis- 
sion as well as that of dengue fever. 

Vaccines arc available for Japanese 
encephalitis. They require an initial sc- 
ries of two injections, followed by a 
booster. Immunization is the most effec- 
tive means of disease prevention. Efforts 
are under w^ay to develop a live, atccnu- 
ated vaccine that will be an improve- 
ment on the existing inactivated 
vaccine. Although promising results 
have been obtanied, it will be several 
years before such a product is available 
for widespread use. 
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In filariasis four major break- 
throughs have occurred, offering the 
prospect that - given sufficient politi- 
cal commitment and rei^ources - the dis- 
ease might cvencually he well controlled 
or even eliminated. 

The first of these breakthroughs is 
the development of safe, single-dose, 
annual dru^ treatments. Trial? have 
proved that a single dose of diethyl- 
carbamazine (DEC) is very effective 
even two years after treaiment. A 
sinjjle dose of ivennectin has proved to 
be equally effective. A combination of 
single doses of both drugs reduced 
microfilaraemia more than 95% two 
years after treatment. 

Secondly, intensive local hygiene 
on an affected limb, with or without the 
use of antibiotic and ancifungal creams, 
has been shown to have dramatic effects 
by halting the progression of» or 
even reversing, elephantiasis and 
lymphocdcQia. 

Thirdly, DEC-medicated table or 
ccx)king salt has been introduced in In- 
dia. The carefully controlled addition of 
very low concentrations of DEC has 
long been recognized as an effective 
means of eliminatmt^ lymphatic filaria- 
sis infections in communities. However, 
the addition increa^ses the price of the 
salt. During 1 994, the first commerciallv 
preparcd DEC salt went on sale in In- 
dia, at about twice the price of ordinary 
salt. It remains to he seen whether the 
product will be a commercial success. 

Finally, there has been the develop- 
ment of insecticide sprays and pt^lysty- 
rcne beads to seal latrines and roof-top 
water-storage ranks, to eliminate or re- 
duce populations of urban Culex mos- 
quitos. 

Leishmaniasis can be controlled 
through prompt diagnosis and treatment 
together with sandfly vector control. 
Relatively simple prevention methods 
are effective. They include vector con- 
trol through insecticide spraymg, per- 
sonal protection with insect repellents, 
the use of insecticide-impregnated 
bcdncts or curtains, and :he destruction 
of sandfly breeding sites. Tlie tools to 
establish control exist, but there is a 
need for political commitment ii^ order 
to apply them, and additional resources 



Onchocerciasis has been 
eliminated as a public 



should be made available to all the 
countries in need. 

Control measures extend to animals 
such as dogs and rodents that act as res- 
ervoirs for the parasite. Simple blood 
tests can identify infected dogs, which 
can be either treated or put down. Deep 
ploughing of rodents' burrows and the 
destruction of certain plants that the 
rodents eat can sharply reduce the ro- 
dent population and the incidence of 
the disease. 

Sleeping sickness surveillance and 
control are hampered by a lack of skilled 
personnel at all levels, and the high costs 
of surveillance and tsetse control opera' 
tions. Field research has shown the dra^ 
matic effectiveness of traps and screens 
to attract and destroy the tsetse flies. For 
the West African disea.se, there is a new 
and simpler field diagnostic test. A ma- 
jor breakthrough has been the develop- 
ment of a new dru§ - DEMO or 
efl ornithine - the first against sleeping 

sickness in 40 years, so effective that it i i i i i r 

has been dubbed the 'Resurrection drug". Iiealtn prOulem /TOm 

The ideal control strategy is to iden- 
tify and treat all cases, and keep vector 

densities down with screens and traps. J i COUntTieS in 
There should be mobile medical surveil- 
lance by specialized staff using the most 

effective diagnostic txwls available. As V(/eSt Aifvica* 
the disease affects impoverished rural 
populations, additional support from the 
international community is required in 
order to implement these measures. 

The control of onchocercitLsis has 
for the last 20 years been the story of 
dramatic successes of the Onchocercia- 
sis Control Programme which has elimi- 
nared the disease as a public health 
problem from 1 1 countries in West Af- 
rica through extensive insecticide spray- 
ing of the exposed vector breeding sites 
in the region, mostly from helicopters. 

The recent availability of a safe, ef- 
fective drug - ivermectin, capable of 
causing clinical improvement and de- 
creasing the transmission of infection - 
has led to a new global strategy for con- 
trolling onchocerciasis in areas where 
vector control through spraying is not 
feasible, based on yearly administration 
of ivermectin to affected populations. 

The anticipated duration for estab- 
lishing sustainable programmes for the 
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The African Programme 
for Onchocerciasis 
Control will directly 
benefit more than 
15 million infected 
people and nearly 
100 million others 
at risk. 



eUmination of onchocerciasis as a pub- 
lic health problem is 10-1 5 years. 

WHO has launched an ambitious 
new programme - the African Pro- 
gramme for Onchocerciasis Control 
( APOC) - in close c(x)peration with the 
World Bank, the governments of 16 par- 
ticipating countries where the disease 
exists but which were not covered by the 
earlier programme, and a consortium of 
bilateral donors and nongovernmental 
development organizations (NGDOs). 
This new programme (which became 
operational in January 1996) aims to 
control and eventually eliminate the 
disease as a public health hazard from 
the entire African continent by the year 
2002. APOC will directly benefit more 
than 15 million people infected with 
onchocerciasis and nearly 100 million 
people estimated to be at risk in these 
1 6 participating countries. 

The programme will include com- 
munity-based annual administration of 
ivermectin (donated by Merck &l Co., 
Inc) and selective aerial spraying of in- 
sccticide, the cost of implementation 
being borne by the various partners. 

A programme to eliminate on- 
chocerciasis as a public health problem 
in the Americas is being ccx)rdinated by 
the Pan American Health Organization 
with the support of NGDOs iind the 
Intcr-American Development Bank. 

In general, the control bubonic 
plague invcilves breaking the rodent- 
flea-human transmission chain by the 
use of insecticides, flea and rodent con- 
trol and sanitation. Control of pneu' 
monic plai^uc aims at interrupting the 
respiratory route of person-to-person 
transmission. Antibiotics are effective 
in treating the disease. 

Flea control involves the use of in- 
secticides blown into rat burrows or dis- 
tributed around houses frequented by 
rats. Insecticides should be used before 
any rats arc killed or a n^dent control 
campaign is carried out, because other- 
wise fleas leave dead rats in search of 
another living host such as humans. 

Plague vaccines exist but are not rec' 
ommended for immediate protection in 
outbreaks. Vaccination is only recom- 
mended for high-risk groups such as 
health workers and laboratory person- 



nel who are more intensely exposed to 
risk of contamination. 

Because It is transmitted in the wild» 
plague cannot be eradicated in the fore- 
seeable future. Surveillance at local, 
national and international levels is cru- 
cial in the prevention and control of the 
disease. 

Chagas disease is essentially 
antreatable. The available control me^as- 
ures are twofold. One is to interrupt 
transmission by .systematic attack on the 
vectors which infest poorly constructed 
houses, spraying effective insecticides 
with residual action or using insecticide 
paints or fumigant canisters, and by im- 
proving housing and health education 
as part of rural and periurban develop- 
ment initiatives. The other is to system- 
atically screen blood donors from 
endemic countries for T. cruziy and to 
strengthen health infrastructures for 
multiple blood screening (HIV, hepati- 
tis B and J.cruzi)' Many countries such 
as Argentina, Bolivia, Brazil and Colom- 
bia have also enacted laws on methods 
to screen for or treat infected blood in 
blood banks. 

In 1991, Argentina, Bolivia, Brazil, 
Chile, Paraguay and Uruguay (which 
accounted for some 60% of the total 
cases on the continent) launched the 
Southern Cone Initiative aimed at 
eliminating the disease as a public 
health problem, through vector control 
And blood screening. An intergovem- 
mental commission on Chagas disease, 
set up under this Initiative, concluded 
in March 1995 that impressive progress 
was being made towards elimination of 
Triatoma infesians, the main vector of 
T, cruzi and that elimination of Chagas 
disease as a public health problem in 
the Americas by the year 2000 was 
achievable. 

Diseases from animals 

People have always depended on ani- 
mals as sources of food, transport, labour 
and companionship. But countless spe- 
cies of animals are also sources of viral, 
bacterial and parasitic diseases transmit- 
ted in many w^iys, including direct con- 
tact, consumption of food derived from 
them, or water contaminated by them. 



mSTAnOfWOKiDHtALTH 



Infectious diseases that are transmit- 
ted from animals to humans are called 
zoonoses. Worldwide, rabies and brucel- 
losis are the most serious of these, in^ 
volving both wild and domestic 
carnivores in rabies, and cattle^ sheep 
and goats in brucellosis. Many species 
of rodents are reservoirs of diseases that 
may endanger human health. Monkeys 
may be involved in the transmissicm of 
agents that have only recently emerged. 
And there are diseases - such as Ebola 
haemorrhagic fever - whose animal host 
remains unknown. 

Rabies is a viral disease transmitted 
by domestic and wild animals to other 
animals and to humans through close 
contact with their saliva (fot example 
through bites, scratches or licks on bro- 
ken skin). Once symptoms of the dis- 
ease develop, rabies is fatal to animals 
as well as humans and there is no cure 
for it. 

The most frequent way in which 
humans become infected with rabies is 
through the bite of infected dogs, cats 
or wild carnivorous species such as foxes, 
racoons, skunks, jackals> wolves, and 
vampire bats. Cattle, horses and deer 
can become infected with rabies, but 
rarely transmit the virus to other ani- 
mals, although they may transmit the 
disease to humans. 

In developed countries, rabies is now 
found mainly in wild animals, from 
which the disease can be spread to do- 
mestic animals and humans. By contrast, 
in Africa, Asia and Latin America, dogs 
continue to be the main hosts and are 
responsible for most of the rabies deaths 
that occur worldwide. Dog rabies still 
presents a deadly threat in at least 87 
countries, with a total population at risk 
of 2.4 billion people. 

Reliable data on rabies are scarce in 
many areas of the globe, making it diffi- 
cult to assess its full impact on human 
and animal health. The number of 
deaths caused each year by rabies is es^ 
timated to be at least 40 000 worldwide, 
and may be as high as 70 000. An esti- 
mated 10 million receive treatment 
each year after being exposed to animals 
suspected of having rabies. Most cases 
cx:cur in Asia. 



Human brucellosis is a bacterial dis- 
ease caught from farm animals such as 
cattle, sheep, goats and pigs, WHO re- 
gards it as one of the world's most wide- 
spread of all zoonoses. It is reported in 
at least 86 countries, and there has been 
a big increase in ca.ses in Eastern Medi- 
terranean countries in the last 10 years. 
Apart from its human burden, it has an 
important impact on the animal indus- 
try in many countries. 

The bacteria are transmitted mainly 
through consumption of unpasteurized 
milk and cheese, and the disease also 
occurs in workers on farms or in slaugh- 
terhou.ses, and in veterinary surgeons, as 
a result of a cut or inhalation during 
ckjse contact with animals. Symptoms 
include high fever, headache and depres- 
sion, and other complications can oc- 
cur in severe cases. Recovery from severe 
disease is usual but disability is often pro- 
nounced. 

The disease is now rare in most Eu- 
ropean countries and in North America 
and Australasia. Twenty-five countries 
in the Middle East report the di.sease and 
six of them report a combined total of 
about 90 000 cases a year 

Preventing and confrollitfg diseases from 
animals 

The most effective prevention of rabies 
after animal bites is to wash and flush a 
wound or point of contact with soap and 
water, detergent or plain water, and then 
to apply ethanol or a tincture or a solu- 
tion of iodine. Although there is no 
cure, there is a vaccine, which is effec- 
tive if given before or shortly after ex- 
posure. 

Post-exposure vaccination today of- 
ten requires a daily intramuscular injec- 
tion for 14 days followed by booster 
injections. Recent studies with human 
vaccines suggest that more people could 
be vaccinated at less cost. Research 
shows that the number of vaccinations 
and the amount of vaccine used each 
time can be reduced by employing in- 
tradermal injections. Health staff need 
to be well trained in this technique, 

Anti'tabies campaigns involve the 
wide distribution of oral vaccines con- 
tained in specially prepared baits for tar- 
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87 countries. 
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Education campaigns 
aimed at animal food 
producers and the 
general population are 
key elements of 
prevention and control . 



get animals. The baits may be scattered 
by helicopter or light aircraft, or distrib- 
uted manuiilly on the ground, in mral 
and periurban areas where infected ani- 
ma Is are known to livc. 

More d\an 60 miUion such vaccine 
baits have been distributed in Canada 
and 15 countries in Europe since 1978, 
when the campaign first began in Swit- 
zerland. As a result, cases of animal ra- 
bies in Europe have dropped by 80% 
since 1990- Continuation of the cam- 
paigns should lead to the elimination of 
fox rabies in much of Europe within the 
next few years. Dramatic decreases in 
human cases of rabies have also been 
repiDtted in recent years in China, Thai- 
land and Sri Lanka as a result of im- 
proved post-exposure treatment 
programmes and vaccination of dogs. 

In the United States in 1995, about 
1 million baits were distributed in south- 
em Texas in an attempt to stop the pro- 
gression of the current coyote rabies 
outbreak there. Racoons have sup- 
planted jvkunks as the major reservoir 
species of rabies in that country. Cases 
of rhe disease in racoons have risen 
sharply since the eirU-ly 1990s. This is due 



to the spread of racoon rabies, appar- 
ently through die migration of animals 
from a south-eastern focus to the north- 
eastern United States, particularly New 
England, No racoon-associated human 
rabies cases have yet been reported, but 
the spread is expected to continue for 
years and vaccine baits are being used 
against racoon rabies. 

WHO, FAO and die International 
Office of Epizootics have been working 
closely together for many years to pro- 
mote applied research on vaccines and 
diagnosis and als<.) ami -brucellosis cam- 
paigns. Control of animal brucellosis is 
based on comprehensive vaccination 
programmes that range from cattle to 
camels and include buffaloes, sheep and 
goats, thereby steadily reducing the 
number of human cases. 

Disease surveillance, collaboration 
between health ministries and veteri- 
nary services, and education campaigns 
aimed at animal food producers and the 
general population are key elements of 
prevention and control. 
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Infectious diseases and cancer 

Recent studies undertaken by the Inter- 
national Agency ioi Research on Can- 
cer (lARC) h^ive shown that cancer is 
the second most common cause of death 
in many pnrr.s of the world. An estimated 
6.6 miUion people died of cancer in 
1995, and 10 million new cases were di- 
agnosed. It is generally believed that 
environmental and lifestyle factors as 
well as common practices such as dvdg- 
nostic radiographic procedures arc 
largely responsible for this disease. In 
addition, the link between infectious 
diseases and cancer is becoming increas- 
ingly clear, opening up new possibditie.s 
for prevention. V'iruses, bacteria and 
parasites may be the ''secret agents'' of 
cancer. 

Up to 84% of cases of some cancers 
arc attributable to viruses, parasites or 
bacteria (see Table on page 61). WHO 
estimates that over 1.5 million (15%) 
of the new cases occurring each year 
could be avoided by preventing the ill- 
fectioLis disease associated with them. 
About 1.2 million (20%) cancer cases 
in developing countries and 363 000 
(9%) in developed countries are attrib- 
utable to infectious agents. Tlie relative 
impact of infections on the overall cati- 
cer burden is more important in those 
populations where conununicable dis- 
eases are the leading causes of morbid- 
ity. 

Stomach cancer. About 550 000 
new cases a year of stomach cancer are 
attributed to the bacterium Hdicohacter 
pylori. This represents about 55% of new 
cases of this cancer worldwide. First iso- 
lated in 1982, this bacterium has been 
shown to cause duodenal ulcei-s and gaS' 
tritis. it has now been established that 
the infection may eventually lead to the 
development of stomach cancer, al- 
though other factors must also be in- 
volved (Map A). 

Cervical cancer. Sexually transmit- 
ted infection of the cervix with human 
papilloma viruses types 16 and 18 in- 
volves a very high risk of developing 
cervical cancer, of which there are 
529 000 cases a year. The viruses are re- 
sponsible for an estimated 436 000 or 



83% of these cases; 65% of cervical can- 
cer cases arc due to this vims in indus- 
trialized countries, and 87% in 
developing countries. The infection is 
m4:>st prevalent in sexually active young 
adults and the risk of acquiring it in- 
creases with every new sexual partner, 
although only persistent infections lead 
to cancer- In addition to cancer of the 
cervix, these viruses cause 31 000 or 
80% of vaginal cancer cases worldwide 
{MapB), 

Liver cancer. WHO estimates that 
globally there arc about 527 000 new 
cases a year of liver cancer, of which 82% 
arc attributable to infection with the 
hepatitis B and C viruses. The vinises 
are transmitted in various ways> includ- 
ing sexually and through contaminated 
blood transftisions. Hepatitis B virus in- 
fection causes some 316 000 or 60% of 
liver cancers a year worldwide, while 
hepatitis C causes a further 118 000 or 
22% of cases a year; .some cases are the 
result of infections with both viruses 
(MapC). 

AlDS-related cancers. The relative 
risk of Kaposi's sarcoma occurring in 
patients with I IIV infection is so high 
that it was the first manifestation of the 
AIDS epidemic to be recognized. It 
causes distinctive skin tumours and also 
affects some internal organs. The pro- 
portion of patients with AIDS develop- 
ing Kaposi's sarcoma is estimated at 15% 
for North America, Europe, Australia 
and New Zealand, 10%. for Africa and 
7.5% elsewhere. In all, about 33 400 
cases of Kaposi's sarcoma developed 
among new cases of AIDS in 1995 
worldwide. Non-Hodgkii^'s lymphoma, 
a cancer of the lymph nodes and spleen, 
is a relatively late complication of 
AIDS, occurring in about 6% of new 
AIDS cases in the developed countries 
and in about 1% in Africa. Globally the 
total number of AIDS-related non- 
Hodgkin's lympluima is estimated at 
8 600 or about 0.1% of all malignant 
neoplasms worldwide. 

Burldtt's lymphoma. Predominaiitly 
a childhood disease, Burkitt's lymphoma 
is clearly and strongly linked with the 
Epstein-Barr virus in Africa. Virtually 



Hepatitis B virus 
infection causes some 
316 000 or 6Q% of 
liver cancers a year 
worldwide. 
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Map A. Stomaih ianter, 1995 

Estimated incidence in moles 




Map B. Cervical cancer, 1995 

Estimated incidence 
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Map C Liver iomer, 1995 

Estimated incidence 




Percentage of new cancer cases attributable to infectious agents, 1995 

Cancer site Number of new cases (000) Percentage attributable to 

infectious agent 



All sites, of which 


10 053 


15 


Stomacti 




55 


Cervix uteri 


529 


83 


Liver 


527 


82 


Lymphomas, of which 


303 


16 


Burkitfs 


13 


84 


Non-Hodgkin's in AIDS 


239 


4 


Hodgkin's disease 


64 


49 


Bladder 


304 


4 


Kaposi's sarcoma 






Leukaemia 


275 


i 


Other external female genitalia 


39 


80 



Cholanglocarcinoma 



Scwrtfl: IntemarionQl Ageicy fo' Reseafch oi Cancer. 
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all Crises in sub-Saharan Africa can be 
attributeil ro infection with ihe virus; 
the disease is much mrer in North 
America and Burope, The virus ac- 
counts for S 670 or about S4% of the 
worldwide total of about 1 0 400 cases a 
year. 

Hodgkin^s disease. The pattern of 
age-specific incidence of I Ic^dt^kin^s dis- 
ease sug^esLs that the disease has an in- 
fectious etiolog^^ in young adults - the 
rcsuh of delayed exposure to a common 
pathogen - analogous to the picnire in 
poliomychtis. Rpstcin-Rarr vims was 
implicated in 30 900 (or abi)ut 49%) of 
63 600 new cases of Hodgkin s disease 
worldwide in 1995. 

Bladder cancer. About 12 600, or 
4%, of the 304 000 new cases a year of 
hladcler cancer are attributable to the 
parasitic disease schistosomiasis, which 
occurs exclusively in developing comv 
tries. 

Viruses and other infectious condi- 
tions can cause cancer through a number 
of different mechanisms. Effective 
vaccines are only available against hepa- 
titis B virus, and their use could cut the 
number of liver cancers by up to 70% in 
areas such as sub-Sahara n Africa and 
eastern Asia> including China. 



There arc hopes that with the avaib 
ability of vaccines in the near future, 
human papilloma viruses which cause 
cervical cancer, HIV which causes 
AIDS, and possible increases in the risk 
of certain other cancers, can also be ef- 
fectively tackled. 

For the present, however, healthy 
lifestyles, early diagnosis and appropri- 
ate treatment are still the most effective 
means of reducing incidence and mor- 
tality. The potential preventive inter- 
ventions by immunization, other than 
for hepatitis B, are still a matter of 
experimental research for the other 
viruses- 
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WHO'S contributions to world liealtli 



The Global Strate^ for 
HealthforAllhythe 
Year 2000, founded on 
primary health care , 
provides the policy 
framework for worldwide 
health action. 



This chapter gives an overview of 
WHO*s concrihution duririLj the 
year 1995 to supporting the 
progress of Member Stares in the im- 
provement of people's health. Each of 
the Organization's programmes consists 
of an aggregate of activities directed to^ 
wards rhc attainment of specific ohjec> 
tives. Throu,^h close interaction 
amongst these programmes, the totality 
of their work is intended to contribute 
to ^^lobal health improvement. 

The accivities of WHOs pro- 
grammes arc brought together in this 
chapter accv^rding to their effect on peo- 
ple's health at different stages of life - 
childhood, adolescence, adulthood and 
old age. In many cases, however, these 
effects cut across the age groups and con- 
cern the population as a whole. Because 
of the reports focus on infectious dis- 
eases, this chapter begins with highlights 
of WHO s activities in this particular 
Held. It then moves to age-specific and 
other disease-specific programme activi- 
ties and to those intended to induce 
positive changes in the detenninants of 
health. It concludes with examples of 
WHO*s work on health infrastructure, 
health policy and coordination. 

The WHO Constitution (1946) sets 
the attainment by all peoples of the 
highest possible level of health as the 
ultimate objective of the Organization 
and its Member countries. With the 
decisicm of the Health Assembly (in 
1977) to express this fundamental right 
of every human being to enjoy the high- 
est standard of health as lealth for all", 
governments and WHO were commit- 
ted to attainii\g, as a minimum by ail peo- 
ple in ail countries, at least such a level 
ol health that they are capable of work- 
ing productively and of participating 
actively in the social life of the commu- 



nity in which they live; this is popularly 
known as ''health for all by the year 
2000". In 197S the declaration of the 
international Conference on Primary 
Health Care in Alma-Ata identified 
primary hcaltli care based on the prin- 
ciples of social justice and equity, self- 
reliance and community development 
in the promotion of health as the way 
to achieve this target of health for all 
by the year 2000« Subsequently, at a con- 
ference held in Riga m 1988, this pri- 
mary' health care strategy was reaffirmed 
as being valid beyond the year 2000. 

The Global Stmteg^^ for Health for 
All by the Year 2000, fcmnded on pri- 
raar\' health care and adopted by rhe 
Health Assembly in 1981, provides both 
the policy framework for the worldwide 
health action needed to achieve the so 
cial target of at least a minimum level 
of health for all people and the frame- 
work for WHO'S prograiiime to support 
it. Three general programmes of work 
were envisaged to outline in greater de- 
tail, for the years 1984-1989, 1990-1995 
and 1996-2001, both the global policy 
fmmewtirk and the work of the WHO 
secretariat up to the year 2000. This 
chapter reviews W^HO's contributions to 
global health during 1995, the final year 
of the eighth General Programme of 
Work covering the period 1990-1995. 

Various programmes and their ac- 
tivities developed by the Organization 
within this eighth Cjeneral Programme 
of W^ork correspond to the major func- 
tions ot the Organization as defined by 
Article 2 of the WHO Constitution, 
namely to act as the directing and coot' 
dinating authority on international 
health work and to provide technical 
cooperation for health widiin Member 
States. All W^HO's programmes and ac- 
tivities are guided by the principles of 
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WHO can now mohilize 
staff and place teams on 
site within 24 hours of 
notification of an 
outbreak. 



the Deckration of Alma-Ata and the 
Global Strategy for Health tot All by the 
Year 2000. The primary f<Kus tor the 
Organization's work wa.s to continue to 
he the enhancement of countries' capac- 
ity to define and implement their own 
priorities for health development and 
public healtli action, disease prevention 
and health promotion and to establish 
sustainable health infrastructure.s. To 
this end, four broad interlinked carego- 
Tics of programmes for the period 1990- 
1995 were identified: 

• direction, coordination and manage- 
ment, concerned primarily with tor- 
mulation of the policy of WHO and 
its promotion among Member States 
and in international political, social 
and economic forums; 

• health systems infrastructure y aimed at 
establishing comprehensis^e health 
sy'^tems based primary health care; 

• health science arui technolo^' as an ap- 
plication of methods and techniques, 
constituting the content of the 
health system; 

• programme support, dealing with in- 
formation> financial, and administra- 
tive support. 

In implementing its work, WHO was to 
be guided by four policy orientations: 
( 1 ) integrating health and human devel- 
opment in public policies; (2) ensuring 
equitable access to health services; 
(3) promoting and protecting health; 
and (4) preventing and a)ntrolling spe- 
cific health problems. 

The entire extent of WHO s work 
cannot be fully reflected in this chap- 
ter, but the examples given illustrate the 
miiny ways in which WHO shares in and 
guides health development, both in its 
technical work and in setting global 
policy and standards. Regional high' 
lights are also presented, Tliis evalua- 
tion of what the Organization has done» 
and the impact of tliat work on global 
health, then prtn ides the framework for 
Chapter 3, which outlines the Organi- 
zation's priority issues and it.s strategy for 
tackling them in 1996. 



Emerging issues in infectious 
disease control 

While focusing on the eradication, 
elimination and/or control of major dis- 
eases of global concern, WHO's recently 
strengthened capacity to combat new 
and re-emerging infectiims diseases will 
bolster national and international col- 
laboration for their surveillance and 
control. WHO can now mobilize staff 
and place teams on site within 24 hours 
of notification of an outbreak, together 
with the supplies and equipment re^ 
quired to implement epidemic control 
measures. It will also mobilize and coor- 
dinate the activMties of an international 
network of collaborating centres^ bilat- 
eral donors, expert advisers and 
nongovernmental organizations as re- 
quired. 

In the 1995 outbreak of Ebola 
haemorrhagic fever in Zaire, for exam- 
ple, WHO stalf arrived at the site of the 
epidemic within 24 hcnirs of notification 
being received in Geneva, and at the 
same time that the diagnosis of Ebola 
fever was confirmed at the WHO coK 
laborating centre on viral haemorrhagic 
fevers at the United States Centers for 
Disease Omtrol and Prevention in At- 
lanta (see Box 4, page 16). 

To prepare for such emergencies 
WHO uses innovative field epidemiob 
ogy and public health labomtory train- 
ing programmes to strengthen country 
surveillance and disease control, so that 
countries can develop the early warn- 
ing systems necessary to detect emerg- 
ing or re-emerging diseases. The 
Organization is developing a network of 
public health laboratories to strengthen 
regional and international collaboration 
in the detection and control of out- 
breaks. The Kenyan Medical Research 
Institute in Nairobi and the National 
Institute of Communicable Diseases in 
New Delhi, for example, are fully ready 
to serve as regiimal centres of expertise. 

As part of its work in detecting and 
monitoring antimicrobial resistance 
worldwide, WHO has developed an in- 
formation system to support the global 
surveillance of bacterial resistance to 
antimicrobial agents (WHONET), As 
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of Lhe end of 1995, a total of 1 77 laho- 
ratories in 31 countries or areas were 
participating. Also» in order to tackle 
the emergence of strains of M. tuhercu- 
loais resistant to antimycobacterial 
agents, WHO together with the Inter- 
national Union against Tuberculosis and 
Lung Disease has set up the global 
project of Antituberculosis Drug Resist' 
ance Surveillance (Box 5. page 21). 

Infectious diseases^ all ageSr 
according to mode of 
transmission 

This secti(m illustrates how WHO is 
working to improve the situation with 
respect to selected infectious diseases as 
described in Chapter L It mainly reflects 
activities of global significance, but 
many of WHO's activities take place 
within each region. A summary of these 
can be found on pages 92-103. 

Areas that arc particularly relevant 
to children (acute lower respiratory in- 
fections, measles, pertussis, meningococ- 
cal meningitis, poliomyelitis, tetanus) 
are discussed in the section on child 
health, below. 

Infectious diseases transmitted 
from person to person 

The epidemic oi diphtheria originating 
in Europe in 1 992 has now spread to the 
We.stem Pacific. When an outbreak of 
diphtheria occurred in Mongolia in late 
1994> WHO launched a rapid and ef- 
fective resptmse with the support t^f Ja- 
pan. Once all those under 15 had been 
immunized, national immunization days 
for diphtheria control took place in late 
1995, targeting the vulnerable popula- 
tion aged between 16 and 40 years. 

Tuberculosis control programmes 
are already overwhelmed by the grow- 
ing prevalence of HIV infection. In re- 
sponse to this situation and to prevent 
the collapse of tuberculos is programmes 
in countries with a newly emergent HIV 
problem, WHO is mobilizing experts 
from both industrialized and low -in- 
come countries to develop a new re- 
search strategy'. 



WHO promotes the "directly ob- 
served treatment, short-course" 
(DOTS) strategy, already mentioned in 
Chapter 1, as the key to halting the cur- 
rent epidemic. Comprehensive techni- 
cal advice on implementing the strategy 
is given in guidelines issued by WHO 
for national programmers. Training ma- 
terials produced during 1995 included a 
package on managing tuberculosis at 
district level, four new modules for train- 
ing national programme managers, 
guideUncs on drug supply, and a hand- 
book on case detection and treatment. 
During 1994-1995 WHO-supported 
workshops in 15 countries trained over 
400 professionals in all regions. 

WHO coordinates activities of the 
different parties involved in the devel- 
opment of improved immunization 
technology and easier vaccine delivery. 
Seed mcmey spent under WHO auspices 
on tuberculosis vaccine development 
(totalling S6 million) stimulated other 
agencies and industry to donate about 
ten times this amount, and a whole 
range of different candidate vaccines are 
now becoming available. 

Steady progress is being made to- 
wards the goal of eliminating leprosy as 
a public health problem (that is, achiev- 
ing a prevalence of less than 1 case per 
10 000 population) before the end of the 
century. In 195^1 WHO recommended 
a "cocktail" of three drugs which effec- 
tively prevent the leprosy bacillus from 
becoming resistant to any one of the 
three. This multidrug therapy now 
seems certain to stop the disease in its 
tracks. It is effective, relatively cheap 
and acceptable to all patients and at the 
end of the treatment period the cure is 
complete. 

The strategy at this stage of neat' 
elitninaticm iji to concentrate (m reach- 
ing patients in areas difficult of access 
and to promote community awareness 
and use case-finding strategies to detect 
everyone who remains untreated. 

The genetic map of Mycobacterium 
leprae - the organism causing leprosy - 
is the most advanced one in WHO's 
parasite genome project. This project 
aims to achieve a better understanding 
of the biology of organisms causing 



A whole range of 
different candidate 
vaccines against 
tuberculosis are now 
becoming available. 
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WHO urges iYidividuah , 
families, governments 
and the intemadond 
community to ensure 
that AlDS-rehted rights 
are respected and 
AlDS^rekted 
responsibilities are 
fulfilled. 



tropical diseases, with a view to devel- 
oping new prevention and control strat- 
egies. 

In. February 1995 WHO announced 
the composition of the influenzd vac- 
cine for the 1995-1996 season, replac- 
ing two of the three components that 
had been included in the vaccine for the 
previous season. 

The importance of the HlV/AlDS 
pandemic cannot be measured solely hy 
the number of infected or sick individu- 
als. In keeping with the United Nations 
International Year of Tolerance, the slo- 
gan for World AIDS Day 1995 was 
"Shared rights, shared re.sponsibilities". 
WHO urged individuals, families, gov- 
ernments and the international commu- 
nity to ensure that AlDS-related rights 
are respected and AIDS -related respon- 
sibilities are fulfilled. WHO was in- 
volved in the setting up of a Joint 
United Nations Programme on HIV/ 
AIDS (UNIAIDS), which became op- 
erational on 1 January 1996. 

Involvement of the private sector in 
HIY/AIDS activities was promoted 
through a joint WHO/ILO interna- 
tional seminar, bringing together repre- 
sentatives of government, industry and 
trade unions from over 20 countries. 
Training in condom promotion contin- 
ued in most regions. A WHO study 
demonstrated the efficacy of the female 
condom as a protection against sexually 
tran^imitted diseases. 

Studies were supported in the areas 
of household and community responses 
to HIV/AIDS; risk-takmg among young 
people in developing countries; sexual 
negotiation, empowennent of women 
and the female condom; and the deter- 
minants of HI V/A IDS -re la ted discrimi- 
nation, srigmatization and denial. 

A four-centre study was initiated on 
the efficacy of the antiretrovirals 
zidovudine (AZT) and lamivudine 
(3TC) in preventing mother-to-child 
transmission of HIV. Studies on the 
treatment and prophylaxis of a number 
of opportunistic infections were also 
supported. Diagnostic algorithms for 
detection of HIV- 1 group O viruses were 
evaluated through surveillance studies 
in central and West Africa. An efficacy 



study of a long-acting vaginal microbi- 
cide, COL- 1492, was begun in Cote 
dl voire and Thailand. 

Vaccine development focused on 
the preparation of field-testing sites in 
developing countries and support to the 
WHO network for HIV isolation and 
characterization. A phase II imrnuno- 
genicity trial was begun with support 
from Thailand. 

Foodborne, waterborne and 
soilborne diseases 

WHO has concluded an agreement with 
Swiss Disaster Relief to provide techni- 
cal assistance in epidemic diarrhoea 
control and preparedness. Links have 
also been established with UNHCR, the 
Istituto Italo-Larinoamericano in Rome, 
EPICENTRE Croupe europeen d'Exper- 
tise en Epid^miologie pratique in Paris, 
the United States Centers for Disease 
Control and Prevention in Atlanta, 
USAID and the National School of 
Public Health in Spain. The work also 
receives financial support from the Gov- 
ernments of Australia, [taly and Swit- 
zerland. Special collaboration has begun 
with the International Fedetation of 
Red Cn^ss and Red Crescent vSocieties 
in die newly independent States of east- 
em Europe and central Asia (see also 
the section on child health, below). 

Under the southern African initia- 
tive for control of epidemic diarrhoea, 
a team in Harare continued to c(x>rdi- 
nate activities aimed at improved pre- 
paredness and resp(mse to cholera and 
epidemic dysentery. Support was also 
given to five African countries in policy 
formulation, m developing a rapid sur- 
veillance system and in strengthening 
bacteriological laboratory services. Di- 
arrhoea training units were established 
in Malawi and Mozambique. An 
intercountry workshop on cholera was 
held in Maputo for participants from 
Portuguese -speaking African countries. 
An intercountry briefing meeting on 
dysentery was held in English and 
French m Harare, 

Surveillance and control strategies 
for cholera and dysentery were set up in 
refiigee camps in the United Republic 
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of Tanzania and in Zaire. Contingency 
plans were updrited, clinical training 
courses or^janized and emergency sup- 
plies provided. Several West African 
countries reported outbreaks of cholera 
or dysentery ciiused by Shifiella dysenteriae 
serotype 1. Technical assistance and 
emergency suppl ies were provided to six 
African countries. Intercountry work- 
shops on cholera preparedness and con- 
trol were organized in Ghana for 
English speakin^^ and in Cjuinea for 
French-speaking African countries. A 
coordination meeting on cholera emer- 
gency preparedness and control was (or- 
ganized in Egypt for Djibouti, Eritrea, 
Ethiopia, Kenya, Somalia and Sudan. 

Particular efforts were made in the 
development of vaccines against ch(il- 
era and dysentery hut WHO does not 
recommend any vaccine so far available 
for use in the prevention and control of 
cholera during acute emergencies, 

WHO reassessed the distribution 
and prevalence ni schistosomiasis in the 
world and its .social and economic iiii' 
pact. The Organization jiupports train- 
ing, for example in Botswana and 
Senegal, with IDRC support. A project 
was initiated in the Lao People's Demo- 
cratic Republic to train provincial staff 
in schistosoiniasis control methods. Tri- 
als of the combination of two drugs, 
albendazole against common intestinal 
helminths and praziquantel against 
schistosomiasis, demonstrated it to be 
safe and effective. 

DracunculiasUi (guinea-worm dis- 
ease) is on the verge of eradication. In 
1986, the World Health Assembly set 
the goal of elimination; in 1989 it called 
for a strengthening of efforts; in 1991, 
it declared its commitment to the goal 
of eradicating dracunculiasis by the end 
of 1995, this being technically feasible 
given appropriate political, social and 
economic support. 

who's priorities are to achieve the 
interruption ot trans missicm as quickly 
as technically feasible and to facilitate 
the work of the independent Interna- 
tional Commission for the Certification 
ot Dracunculiasis Eradication (created 
in 1995) by conducting the global cer- 
tification process. The main objectives 



are to facilitate the search for remain- 
ing, unknown foci of dracunculiasis in 
countries considered to be at high risk 
but not known to be endemic; to verify' 
whether low-risk countries are free of 
dracunculiasis and prepare for their cer- 
tification as ' dracunculiasis'free'*; to 
prepare for a smooth transition to the 
certification phase, as currently endemic 
countries become free of dracunculiasis; 
and to secure funding for complete dra- 
cunculiasis eradication and the certifi- 
cation process, approximately $10 
million in all (which should be com- 
pleted three years after the last case of 
guinea- worm disease is reported any- 
where in the world). 

Guinea-worm endemic villages arc 
often the most remote in Africa, and 
until recently many did not appear on 
available maps. They were therefore 
underserved by the public health system. 
To facilitate effective targeting of in- 
tervention^j for the eradication of the 
disease, UN ICEF field-based staff under- 
took to map the location of all endemic 
villages. WHO staff were able to pro- 
vide informatitm regarding health facili- 
ties and epidemiological data and 
through this initiative, the WHO/ 
UNICEF Joint Programme on Data 
Management and Mapping for Public 
Health was established in 1993. Using 
a geographical infomiation system, data 
on guinea-worm disease arc presented 
in the form of maps showing distribu- 
tion in relation to water sources, health 
centres and schools. This information 
enables district-level coordmators and 
national decision-makers to effectively 
target activities, to monitor the situa- 
tion and plan future operations. The 
system is now being established at na- 
tional, regional and glc)bal levels for 
monitoring results of epidemiological 
surveillance for dracunculiasis and other 
diseases in the villages ccmcerned. 

In recent years /ood safety assurance 
has become increasingly important. To 
help public health officials deal with 
problems associated with several newly 
emerging foodborne pathogens, such as 
trematodcs - which are ac(]uired 
through the consumption of raw or in- 
adequately processed freshwater fish, 



Particular efforts are 
being made in the 
development of vaccines 
against cholera and 
dysentery. 
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Box 1 2. The new trade environment - can health and commerce 
be complementary? 

The new trade agreements issuing from the Uruguoy Round of multilateral negotkitjons ore 
intended to further liberolize internotional trade and provide greater access of oil parties to 
morkets. Although these objectives may seem removed from WHO's coocerns, the Organiza- 
tion strives to ensure thot health is protected in several of the areas covered by the agree- 
ments. In turn, some of its products contribute to facilitating international trade. 

For instance, WHO's quality standords for phormaceuticat biological ond food products 
are the kind of internationoll/ agreed stondard that the Agreement on Technical Barriers to 
Trade encourages governments to adopt as o basis for notional regulotions. Intended to 
protect health, they are ako of use for trode purposes. The Sojth American countries belong- 
ing to the Mercosur common market, for example, adopted WHO's requirements for good 
manufacturing practices for pharmoceutical products in order to harmonize regulations within 
their trade group, and a number of OECD countries decided to eliminate customs duties on 
pharmaceutical active ingredients bearing a WHO internctionol nonproprietary (generic) name. 
The recommendations and guidelines established by the Joint FAO/WHO Codex Alimentarius 
Commission ore specifically cited in the Agreement on the Application of Sanitary and 
Phytosanttary Measures as the reference for national food safety regulations. With world 
food trade amounrtng to some $250 billion a year, there are strong economic reasons for 
countries to ensure that their food exports meet these norms. 

WHO also guides health authorities on ways to tackle new situations produced by the 
agreements. For countries rtiat decide to open their health sectors to foreign service suppliers 
under the Generol Agreement on Trade in Services, WHO offers information and advice on 
such aspects as the appropriate mix of public and private involvement. By mointaining and 
promoting the Model List of essential drugs - comprising off-patent pharmaceuticals and 
vaccines - it furnishes on increasingly valuable tool for developing countries in view of the 
Agreement on Trade-Related Aspects of Intellectual Properf/, which extends, for the first 
time, potent protection to pharmoceuticals. 

Along with its efforts to improve heolth conditions of woricers, including those in major 
exporting sectors in developing countries such as agriculture, mining or manufacturing, and 
its special attention to protection of environmental health, WHO provides support to meet 
the challenges - ond to take advantage of the opportunities - of an environment of expand- 
ing trade. 



shellfish and nqii^itic plants - WHO has 
published a report on recommended 
control measures. As a part of its efforts 
to prevent foodborne disease, WHO is 
studying the microbiological contami- 
nation of foods and patterns oi human 
behaviour which may lead to the growth 
or survival of Vibrio cholerae and other 
foodbome pathogens. 

The Joint FAO/WHO Codex 
Alimentarius Commission ensures that 
internationally agreed food standards, 
guidelines and other recommendations 
are consistent with health protection. 



With the creation of the World Trade 
Organization (see Box 12) and the en- 
try into force of the Agreement on the 
Application of Sanitary and Phytosan' 
itary Measures concerning the applica- 
tion of food safety, and animal and plant 
health regulations, the Codex now 
serves as the international reference for 
national requirements. To strengthen 
the scientific basis of Codex decision^ 
making, WHO and FAO convened eX' 
pert consultations on the use of risk 
analysis in establishing food standards 
and on giaidelines for predicting dietary 
intake of pesticide residue^s. 

Insect-borne diseases 

Of the total number of malaria cases and 
deaths worldwide, 90% occur in Africa, 
principally among children, so that 
1 million or so of them die each year 
from the disease alone. 

Standard methods for assessing the 
therapeutic efficacy of antimalarial dnigs 
are being simplified. An interregional 
system is being established for monitor^ 
ing drug resistance in South-East Asia 
and the Western Pacific. WHO supports 
operational research, for instance, on 
strategies to improve compliance with 
multidose antimalarial drug regimens 
and the use of artemisinin derivatives 
in South -East Asia and the countries of 
Indochina. 

Other research is aimed at improv- 
ing disease management, including sim- 
ple and rapid diagnostic techniques. A 
dipstick (antigen capture) assay for de- 
tection of Plasmodium falciparum was 
evaluated in field trials and compared 
favourably with microscopy. 

Some 150 senior programme man- 
agers and specialists, many from sub- 
Saharan Africa, attended international 
courses on malaria control, and 1 300 
staff from 21 endemic countries were 
trained in disease management. More 
than 200 district medical officers were 
trained in the managenienc of severe 
malaria in eight African countries and 
Bangladesh. 

Material on basic statistics and epi- 
demiology was produced for use in a 
three-month training course m Ethio- 
pia, due to start in 1996 with financial 
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support from the Netherlands. Courses 
were held for 48 heakh centre and vec- 
tor control staff from epidemic-prone 
areas of Turkey, with support from the 
European Commission. Similar training 
tt'K)k phice in India and Nepjil with fiuid- 
ing from the Overseas Development 
Administration of the United Kiiigdom 
(ODA), By March 1996 some 1 160 
persons will have hccn trained. 

Tra in ing of comitiuni ty health work- 
ers in the diagnosis and trearmcnt of 
mahiria ctnnmenccd widi support from 
Italy in Eritrea and Ethiopia and sup- 
port from rhe Netherlands and ODA in 
Ghana, Uganda and Zambia. Training 
of pharmacists and other vendors in the 
correct use of antimalarial drugs started 
in three African countries with support 
from ODA. 

WHO assisted in control measures 
in refugee camps in Burundi, Rwanda, 
United Republic of Tanzania and Zaitc 
and mobilized funds to combat epidem- 
ics in the north of the Islamic Republic 
of Iran. Training was provided on dis- 
ease management and selective vector 
control in Turkey. 

WHO-led research enabled a tech- 
nical breakthrough whereby scientists 
can add. delete and change rhe genes of 
Plasmodium jalciparum, the deadliest of 
the parasites causing malaria, thereby 
opening up a vast array of potential new 
techniques for diagnosis, and drug and 
vaccine development. By the end of 
1995, the potent antimalarial arte- 
mether - based on the Chinese herb 
extract qing haosu - had been registered 
in several countries for the treatment of 
severe malaria. 

The * alrruistic" transmission-block- 
ing Pfs25 vaccine (so called because it 
is designed to prevent malaria spread to 
others, not to prevent malaria in the 
recipient of the vaccine) entered Phase 
I clinical trials, and work on some 15- 
20 other promising vaccine candidates 
was fiirther advanced. Trials on rhe most 
pToiiuiiing candidates are due to be com- 
pleted by 2002. 

Hie rapid spread oiden^^e fever and 
dengue haemxnrhagic fever is causing 
great concern to public health special- 
ists and' WHO. Until 1970, only nine 
countries had faced epidemics of den- 



gue haemorrhagic fever; now at least 38 
countries have experienced them. 

There is no specific treatment and 
effective vaccines will not be available 
lor some years. Currently, the only ef- 
fective way to prevent the disease is to 
eliminate the mosquito vectors or dras- 
tically reduce their numbers. 

The WHO global contr(]l pro- 
gramme recommends the following 
brcDad guidelines for dengue-endemic 
countries: selective, integrated vector 
control, with community and inter- 
sectoral participation; active surveil- 
lance based on a strong health 
information system; emergency prepar- 
edness; capacity-building and training; 
and research on vector control. 

Dengue fever and dengue haemor- 
rhagic fever arc notifiable in Indonesia, 
Myanniar and Thailand, where national 
control programmes have been devel- 
oped with WMO support. India also 
has a national prevention and control 
strategy. 

WHO participated in the imple- 
mentation of the vaccination campaign 
that controlled the epidemic of jungle 
yellow fever in Peru m 1995, the largest 
outbreak recorded since 1950. 

The human immunizarion srrategy 
to control Japanese encephalitis was 
used in endemic areas in India, Sri 
Lanka and Thailand, with WHO pro- 
viding technical support and diagnostic 
reagents and assisting countries in the 
procurement of vaccines. During 1993- 
1995 adeclinit^g trend in morbidity and 
mortality in Sri Lanka and Thailand was 
seen as a result of vaccination and vec- 
tar control activities. 

With the recognition of lymphatic 
filariasis (elephantiasis) as the second 
leading cause of permanent, long-term 
disability and as one of only six poten- 
tially eradicahlc infectious diseases, ef- 
forts ate being made to apply new 
control tools and elimination strategies. 
Multicentte trials of single -dose diethyl- 
carbamazine, single-dose ivermectin and 
combinations of both drugs show that 
all these regimens arc effective and safe, 
with the two-dnig combination produc- 
mg the best results, L^iorhylcarbamazine 
proved elective for filariasis control in 
China. 



A vast array of potential 
new techniques for 
malaria diagnosis and 
drug and vaccine 
development is 
opening up. 
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Some L5 million people 
who were once infected 
no longer have any trace 
of onchocerciasis. 



In view of the sharp increase in co- 
infections of AIDS with visceral leish- 
manicLsis (kala-azar) in certain parts of 
the wt)rld such as southern Europe, and 
of the special difficulties of diagnosis and 
treatment encountered, WHO has re- 
cently set up a surveillance network of 
14 institvitions worldwide, endorsed 
guidelines for dia^zjnosis and established 
a central reo:istry to collect^ analyse and 
periodically rediffuse updated epidemio- 
logical infortnation. 

Prompt action was taken to curb the 
Spread and limit mortality from the se- 
vere epidemics of visceral leishmaniasis 
that have ra^^ed in southern Sudan dur- 
ing the last five years. The high mortal- 
iry rare fell dramatically fol lowing the 
introduction of a decentralized sero- 
diagnosis and treatment system. Drugs 
and supplies were procured and techni- 
cal assistance provided with support 
from UNICHF and Medecins sans 
Fronticrcs (Netherlands). Periodic tech- 
nical input was provided to Bant^ladesh 
for step-by-step implemenLaiion of an 
emergency plan of action to control the 
disease in the five endemic districts most 
affected by it. 

The use of insecticide-impregnated 
bcdncts is being investigated as an al- 
ternative to vector control in foci of 
cutaneous leishmaniasis (Islamic Repub- 
lic of IraQt Syrian Arab Republic) and 
visceral leishmaniasis (Bangladesh, 
Nepal, Sudan), Preliminary results are 
highly promising, WHO is also testing 
the use of long-lasting insecticidal paints 
to control sandflies in the home in In- 
dia and north-easrem Brazil. 

Research in Tunisia has demon- 
strated that deep ploughing of burrows 
of the rodent vector Psammomys ohesus 
and destruction of the plants which are 
Its obligatory food can sharply reduce 
the incidence of the disease. Phase III 
large-scale protection trials began in the 
Islamic Republic oi Ir^m of a vaccine 
based on killed Leishmania major. A 
workshop cosponsored by WHO, ODA 
and the London School of Hygiene and 
Tropical Medicine led to the prepara- 
tion of a technical manual on control 
of visceral leishmaniasis, to be disttib- 
utcd in 1996. 



Guidelines for control of African 
trypanosomiasis (sleeping sickness) 
were prepared for Angola and Zaire, and 
plans of action developed for several 
countries. A revolving fund was estab- 
lished to ensure the supply of drugs to 
national programmes. Studies on the 
pharmacokinetics of two classical drugs 
against trypanosomiasis, pentamidine 
and melarsoprol, suggest that shorter 
treatment schedules and lower dosages 
may be just as effective as those currently 
used. Clinical trials are planned to in- 
vestigate these results. 

Onchocerciasis is the world s second 
leading infectious cause of blindness. 
The WHO, World Bank, UNDP and 
FAO joint Onchocerciasis Control Pro- 
gramme was launched in 1974. Today 
some 1 .5 mdlion people who were c)nce 
infected no longer have any trace of the 
disea.se. About 10 million children bom 
in the operational area since the pro- 
gramme began are now free of any risk 
of contracting the disease. To comple- 
ment vector control activities, the drug 
ivermectin is distributed free of charge 
to more than 2.2 million people in the 
operational area. 

The control activities arc opening 
up an estimated 2S million hectares of 
fertile riverine land for resettlement and 
cultivation with an additional 17 mil- 
lion people annually. 

The Programme is now nearing the 
end of its fourth 6-year funding cycle and 
is scheduled to come to an end by the 
year 2002, It will have cost an estimated 
total of $550 mill ion, or less than $ 1 per 
year for each protected person. 

The new African Programme for 
Onchocerciasis Control will continue to 
draw on the support of several United 
Nations agencies together with the 
World Bank; in addition, it will collabo- 
rate closely with the interi\ational 
nongovernmental development organi- 
zations coordination group for iver- 
mectin distribution, which has produced 
a procedural manual jointly with WHO. 
The recently established partnership 
committee of NGOs and Wl lO also fos- 
ters active collaboration in the preven- 
tion of blindness and in rehabilitation. 
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The canipfiij;;n to t liminate Chagas 
disease from tliu Southern Cone c^f the 
Americas (Argentina, Brazil, Bolivia, 
Chile, Paraguay, Uriigiiay) is making 
good progress. Reports indicate de- 
creases in house infestation rates of 75% 
in 13 our of 15 endemic provinces in 
Argentina, 89% of municipalities af- 
fected in Brazil, 90% throughout Chile, 
and 98% in all endemic areas of Uru- 
guay. A total of $158 million has been 
allocated for control measures by the six 
ccxmrries since 1992. 

Activities directed to specific 
age groups 

Child Itealth 

Since 1960, child and infant mortality 
have been greatly reduced, from more 
than 180 and about 130 per 1 OOC hve 
births respectively in 1 960 to about 80 
and 60 respectively in i995. Immuni^ 
zaticn against six vaccine-preventable 
diseases - diphtheria, pertussis, reranus, 
measles, tuberculosis and poliomyelitis - 
has »saved millions of children annually 
from death and disability. WHO anil 
UKlCHb, working jointly, have bar- 
nessed rhe commitment of individual 
countries and the intemarional commu- 
nity to fight diseases and foster devel- 
opment. 

WHO/UN iCEF strategies for attain- 
ing the health-related goals v)f the 1990 
World Snmmir for Children, including 
high-impact interventions, are aimed ar 
eradicarion of poliomyelitis, dracuncu- 
liasis and iron deficiency disorders; 
elimination of measles, neonaral teta- 
nus and vitamin A deficiency and its 
consequences, including blii^dness; con- 
trol of diarrhoeal diseases and acute res- 
piratory infections; and reduction m the 
prevalence of underweif^ht children. 

By 1995, the goal of 80% immuni- 
zation coverage had been achieved for 
all childhood vaccines (except tetanus 
toxoid) globally; 73 developing coun- 
tries are now reporting above 80% cov- 
erage but there are still 25 countries - 
19 of them in Africa - reporting cover- 
age below 50% tor all six vaccines in 
1994. Comprehensive plans of action 
have been developed in six African 



Box 13. Progress towards polio eradication 

Since WHO resolved in 1 988 to erodicote poliomyelitis fronn the world, cases hove fallen by 
about 85%. Erodicotion meons completely freeing all countries of naturolly occurring 
polioviruses - a step further than elimination, which means geltmg rid of the dinicnl diseose. 

The first polio voccine, odministered by injection, was developed in 1955 by Or Jonas 
Salk. The second, administered orally, was developed by Or Albert Sabin, and introduced in 1 961 . 
Worldwide, about 5 800 cases were reported for 1 995. There are now 1 45 countries com- 
pletely free of the disease, and on estimated 82% of oil eligible children in the world have 
received the recommended three doses of omi polio vaccine. Almost half the worid's children 
under 5 years of age - about 300 million of them - received the voccine in national immu- 
nizotion days in 1995. 

All countries of the western hemisphere hove been polio-free since 1 994. The disease is 
disappearing from Europe, North Africo, Southern ond East Africa, ttie Middle East and the 
Arabian Peninsulo, and the Western Pacific. Progress reports from nil WHO regions are given 
below. 

Ahica. Thirteen countries immunize under 50% of infants against polio, but 27 coun- 
tries will have conducted full nationol immunization days by ecrly 1 997. WHO hos laijnched 
0 ''Kick polio out of Africa" campaign with the support of prominent polilicol figures. 

The Americas. Polio has been eradicated for over four years. The last case was in Peru 
in 1991. 

Eastern Mediterranean. Just over 700 coses were reported for 1 995. On Work! Health 
Doy in April, nearly 63 million children in 18 contiguous countries in the Aliddle East, the 
Caucasus and the central Asian Republics were immunized in on operation called MECACAR. 
The operation was jointly planned with the European region. 

Europe. An outbreok of 140 coses occurred in the Russian Fedemtion in 1995. Other- 
wise polio cases have remained static in Europe since 1 988, with borely 200 cases reported 
for 1 995. The Russian Federation is scheduled to take part in a second MECACAR operation 
in the spring of 1996. 

South-East Asia. Reported cases have fallen more than eight-fold since 1 988 to under 
3300 in 1995. Indio immunized 82 million children on 9 December 1995; five other 
countries conducted their first notional immunization days. 

Western Padfic. Just over 200 coses were reported in 1 995. Cambodia conducted its 
first nationol immunization day in 1 995, reaching 99% of children. 

Globally, 67 countries remain endemic for poliomyelitis, induding those with the great- 
est difficulties in ochieving satisfoctory immunization coverage because of remote populations, 
wors, civil unrest or economic chaos. About 90 000 coses a yeor are estimated still to occur 
worldwide, three-quarters of them in the Indion subcontinent. 

Polio-endemic countries meet 80% of the costs of emdication themselves, but the re- 
maining 20% - equal to $1 00 million o year until the year 2000 - depends on external 
donors. As many as 1 0 billion doses will be needed to ensure eradicotion. 

Mointaining the political will and global partnerships that are essential if eradication is to 
be achieved is a priority for the coalition of V/HO, UNICEf, Rotary International and other 
agencies and organizations committed to the campaign. 

Apart from lives saved and disabilities prevented by eradication, the global financiol 
savings are expected to total at least $1 .5 billion a year. 
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Child health programmes 
therefore need to address 
the sick child as a 
whole rather than 
single diseases. 



countries, but major efforts are urgently 
needed to cover all the other low- 
performance countries. 

Since the global polio eradication 
^oal was established in 1988, reported 
cases of the disease have declined by 
about 85% (Box 13). 

For the fourth consecutive year, glo- 
bal mecLsies immunization covenige re- 
mained lit iibouL 80% in 1994, ranging 
from 54% in Africa to 88% in the West^ 
ern Pacific. Since immunizi^tion began, 
the numbers of measles cases and deaths 
have dropped by about 70% and 83% 
respectively. I lowever, about 1 million 
deaths and 43 million cases still occur 
annually. 

Measles is targeted for elimination 
in the Aniericati by the year 2000 and 
"caich'Up** immunization campaigns for 
all children aged 9 months to 14 years 
have been organized in all Latin Ameri- 
can and English-speaking (>aribbean 
counrries. hi other regions, many coun- 
tries are pursuing innovative immuni- 
zation strategies. Some, particularly in 
the Weijtcrn Pacific, have included the 
administration of measles vaccine in the 
activities of their national immunization 
days. 

Substantial progress has been made 
globally in the elimination of neonatal 
tetanus, particularly in the Americas 
and in South-Ensr Asia* More than 
700 000 neonatal deaths are now being 
prevented annually through routine im- 
munization of women with tetanus tox- 
oid, particularly in high-risk areas, and 
thrcjugh improved hygienic birth prac- 
tices, Tlie number of countries with less 
than one neonatal tetanus death per 
1 QOO live births increased from 76 in 
1980 to 122 in 1995. Effective surveil- 
lance has been promoted. 

The World Health Assembly 
decided in 1990 on the elimination of 
iodine deficiency disorders by the year 
2000. In 1993 the World Health Assem- 
bly reaffirmed this goal and provided 
strategic guidance, including emphasis 
on salt iodization, WHO, in close col- 
laboration with UNICEF and the Inter- 
national Council for the C^ontrol of 
Iodine Deficiency Disorders, has been 
providing technical guidance and pro- 



gramme support to Member States and 
the international community'. 

There is encouraging evidence that 
the prevalence of goitre and the inci- 
dence of cretinism, both major iodine 
def iciency disorders, are falling, particu- 
larly in areas where iodized salt pro- 
grammes are established. Of 118 
countries where iodine deficiency dis- 
orders are a significant public health 
problem, 83 had national sah-iodization 
programmes in 1995. In t)ver 30 Afri- 
can countries the population consum- 
ing iodized salt has increased from less 
tlian 5% in 1992 to more than 50% in 
1995; the proportion of salt that i.s io- 
dized is over 70% in Latin America and 
about 50% in Stmth-East Asia, 

Every year mor than 8 million chil- 
dren are killed by diarrhoea, pneumo- 
nia, measles, malaria or malnutrition - 
or often by some combination of them* 
Three of every four children brought for 
health care suiTer from at least one of 
these conditions. Child health pro- 
grammes therefore need to address the 
sick child as a whole rather than single 
diseases. To this end, WHO and 
UNICEF have jointly developed an ap- 
proach for the integrated management 
of the sick child, which gives due at- 
tention to both prevention and treat- 
ment of childhood disease (Box 14). 

The WHO/UNICEF course Man- 
ageincnt of childhood illness enables health 
workers in outpatient clinics and health 
centres to manage infant and early 
childhood illnes.ses effectively in an in- 
tegrated fashion. The course is based on 
treatment guidelines developed by 
WHO and covering the most common 
potentially fatal conditions. WHO 
teaching materials on diarrhoea 1 disease 
are now being used in 147 medical 
sch(K)ls in 35 countries. As regards acute 
respiratorv' infections, the focus is on 88 
countries where the 1990 infant mor- 
tality rate was 40 or more per I 000 live 
births, and where a case management 
strategy can have the greatest impact in 
reducing mortality. 

It is essential to teach families to 
respond rapidly to signs of illness. A 
major emphasis in national programmes 
is on communication between health 
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workers and families. In 1995, nKlio 
broadcasts for diji.seininating messages 
among familie^i were developed for 
Bangladesh and the United Repuhlic of 
Tanzania. 

A course on breast-feeding counsel- 
ling, jointly developed by WlIO and 
UNICEF, was given to refcrral'lcvel 
health workers in seven countries. The 
Subcommittee on Nutrition of the 
United Nations Administrative Com- 
mittee on Coordination estimated that 
the prevalence of underureight children 
aged less than 5 years had fallen from 
34% in 1985 to 31% in 1995 for the de- 
veloping countries as a whole. About 4 
out of 10 children aged under 5 in the 
lease developed ccumtries were under- 
weight in 1995, compared with about 3 
out of 1 0 in other developing countries; 
in South Asia however one in two chil- 
dren were classified as undcnvcight. In 
sub-Saharan Africa there were esti- 
mated to be about 6.7 million more un- 
derweight children in 1995 than in 
1990. Food availability in the area is not 
expected to increase significantly in the 
next 25 years. 

WHO provides normative informa- 
tion on monitoring, prevention and 
management of major crippling forms of 
malnutrition^ with empha.sis on protein- 
energy malnutrition, micronutnent 
malnutrition such as iodine deficiency 
disorders, vitamin A deficiency^ and 
nutritional anaemia. The Organization 
also gives support to countries in deal- 
ing with infant and young child nutri- 
tion in emergency situations. 

Research is essential to reducing 
mortality and morbidity in children. 
WHO-sup ported research found that 
zinc supplementation in young children 
with diarrhoea produces clinically im- 
portant reductions in both the duration 
and the severity of diarrhoea. A 
multicentre study on the efficacy and 
safety of linking vitamin A supplemen- 
tation to immunization began in three 
countries. WHO is supporting field tri- 
als to evaluate the efficacy against acute 
diarrhoea of a rotavirus vaccine in Ven- 
ezuela, and the efficacy of a Haemophilus 
influenzae type b conjugate vaccine for 
preventing pneumonia and meningitis 
in the Gambia. 



Box 14. Integrated mmagement of dtHdhood iHaesses 

Over 70% of deaths amofig children under oge 5 ore due to diarrtioeO; pneumonic, meosles, 
molorio or malnutrition, olone or in combination. Three in every four children brought for core 
to health focilities suffer from one or more of these conditions. 

A single diognosis for g sick child is often inappropriote because signs end symptoms of 
these diseases ovBfbp. The correct clinical approach is to treat not single diseases but the 
sick child as a whole. Until recently, however, training programmes were organized to ad- 
dress only one or perhaps two of these conditions at a time, leading to duplicotion and 
incomplete assessment ond treatment. 

WHO and UNICEF hove developed on approach to the integrated management of child- 
hood illness, WHO has led a coordinated effort to develop and issue guidelines for integrated 
management. Four wall chorts, also available in booklet form, guide health workers through 
the process of assessing the sick child, clossifying and treating the child's problems and 
counselling the mother about home treatment and when to return to the health facility. 
These guidelines were validated in studies in Ethiopia, the Gambio and Kenya. 

An 1 1 -day training course has now been developed to teach health workers at first-level 
health fodlities how to use the guidelines. Practical sessions in clinics and hospitals every 
morning allow course porticiponts to practise what they are learning under the supervision of 
on expert clinician. The course provides substantiol clinical experience in managing children 
who present with general danger signs, cough or difficult breathing, acute watery diarrhoea, 
dysentery and persistent diarrhoea, fever, meosles, malnutrition, onaemia end ear problems. 
Special training is provided in the management of sick young infants (age 1 week up to 2 
months). The training covers preventive interventions related to feeding and breost-feeding, 
the provision of immunizations and vitamin A supplementation. 

The Integrated monogewent of childhood illness course was pretested in Ethiopio in 

1994. After revision, the course was again tested in the United Republic of Tonzonio in 

1995, with the participation of several cotegories of health workers. All course participants 
were able to learn and apply the process for the integrated manogement of the sick child. 

An Adoptvtion guide provides step-by-step procedures for the adaptation process needed 
in all countries to ensure that treatment and counselling recommendotions ore apprapriate 
and consistent with local conditions and policies. The first training for 25 WHO staff, consult- 
ants ond representatives of countries involved in early implementation was organized in 
Ethiopia in November 1995. The course was followed by a seminar on plonning for the 
introduction of the finalized course in countries and a workshop on the use of the Adaptotion 
0de. WHO has started to assist a few ''early use" countries in adapting the guidelines and 
training course, and in plonning the introduction and close monitoring of the use of these 
materials. 

Other components of the approach include: a training pockoge on the mGncgement of 
drug supplies at first-level health focilities, developed by WHO in collaboration with the USAID- 
funded BASICS project, to ensure that the essential medicines needed for integrated man- 
agement are available in first-level focilities; guidelines on referral-level core of childhood 
illness; methods and tools to ensure that health workers are foltowed up offer training and 
their skills reinforced; and a planning guide on interventions for improving fomily manage- 
ment of childhood illness. 

Integrated management of childhood illness is a cost-effective intervention likely to have 
great impoct in redudng the global burden of disease in developing countries. 
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Recent research has 
confirmed strong links 
between health, school 
attendmce and 
educational attainment. 



Communication with programme 
managers and health workers caring for 
children is maintained through Chiid 
health dialog, a newsletter dealing with 
prevention and treatment of the main 
childh(xd illnesses. 

Health of school-age children and 
adolescents 

The world's population of school-age 
children and adolescents has grown 
enonnuusly in recent decades. It now 
numbers over 1 billion, of whom almost 
700 million are children of primary 
school age (6-11 years). 

Such 5>ocial changes as the gradual 
disappearance of the extended family, 
rapid urbanization and the extension of 
telecommunications across cultural and 
geographical boundaries, put the health 
and development of many of these 
young people at risk. The hazards in- 
clude infectious diseases in the 
unimmunized, unprotected sexual rela- 
tions, the con-setjuences of induced abor- 
tion in dangerous conditions, sexually 
transmitted diseases including HIV/ 
AIDS, and tobacco and illicit drug use. 

A joint WHO/UNFPA/UNiCEF 
study group was set up to facilitate the 
development of a common programme 
for action with countries. A review of 
the healdi at young people in develop- 
ing countries entitled A picture of health? 
was produced jointly with UNICEE 
WHO issued a guide to the provision of 
reproductive health services for young 
people and a prototvpe for a regional 
training course in adolescent health was 
prepared in the Western Pacific. A se- 
ries of studies on advertising and opera- 
tional linkage of reproductive health 
services was launched in South- Hast 
Asia with the participation of young 
people. Joint WHO/UNFFA mcctmgs 
on multisectoral planning for adolescent 
hcakh and teaching of counselling skills 
on adolescent sexuality and reproduc- 
tive health, for both French- and Por- 
tuguese-speaking African countries, 
were followed by field projects. Health 
and youth sector plans were prepared in 
the Americas, and activities to promote 
the health of adolescent girls were be- 
gun in die Eastern Mediterranean. 



Since the use of volatile solvent in- 
halants is increasingly common in de- 
veloped and developing countries 
among younger and marginalized peo- 
ple, phase II of the WHO project on 
street children - of whom there are per- 
haps 100 million worldwide - has been 
launched in cities around the world, and 
piloted by street children organizations 
in over 30 countries. 

By acquiring health-related knowl- 
edge, values, skills and practices, chil- 
dren and youth ate better able to pursue 
a healthy life and to work in adulthood 
as agents of change for the health of 
their communities and nations. Recent 
research has also confirmed strong links 
between health, school attendance and 
educational attainment. In this light, 
efforts to improve schi^ol performance 
which ignore health arc ill-conceived, 
just as are efforts to improve health 
which ignore education. WHO there- 
fore established an Expert Comnuttee 
on Comprehensive Sch(x)l Health Edu- 
cation and Promotion to lay the opera- 
tional foundation for Wl lO s Global 
School Health Initiative and provide a 
roadmap ft)r action into the 21st cen- 
tury. The Committee is supported by 
iiUernational agencie.s reflecting WHO s 
highly interdisciplinary approach, 

HIV/AIDS and other sexually 
transmitted diseases. Of the 6 000 new 
HIV infections every day, more than half 
are estimated to occur amone: adoles- 
cents. Together with UNICEF and the 
Commonwealth Youth Programme, 
WHO produced a guide on strarcgies to 
prevent AIDS and other sexually trans- 
mitted diseases am(mg cmt-of-school 
youth. 

Worms. About 40% of the world's 
school-age children (400 million) are 
infested with intestinal wtmiLs. Schisto- 
somiasis alone affects 8S million chil- 
dren under 15 years of age. Such 
infestations impair growth and develop- 
ment, cause chronic disability and limit 
school attendance. A standardized pro- 
tocol for the control of conditions 
caused by intestinal parasites in school- 
age children was consolidated and re- 
viewed in five countries. Protocols 
adapted to local conditions are now 
available. 
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Tobacco and drugs. While per 
capita consumption of tobacco is slowly 
falling in industTialized countries, it is 
rising in developing countries. In some 
Latin American and Caribbean cities 
more rhan h^ilf n( M yount^ people 
smoke. 

Each year tobacco is responsible for 
the death of 3 million people aro<md the 
world. Even allowing for the short- term 
income rhiit it generates, tobacco is es- 
timated to cost the world over $200 bib 
lion per year. If this money became 
available, it would be enough to double 
the current health budget of all the de- 
vcloping countries. 

WHO focused World No-Tobacco 
Day 1995 on the economic aspects of 
tobacco, with the slogan ''Tobacco costs 
more than you think", intended to make 
all those committed to reducing the 
threat to future world health from ris- 
ing tobacco use aware of the pvwer of 
economics and also aware of the need 
to get economic policies and health poli- 
cies movuig m the same direction- 
Diffusion of the quarterly Tobacco 
alert has increased and, like other pro- 
motional materials, this newsletter is 
now available on internet. Work in this 
field with the United Nations and af- 
filiated agencies is also bearing fruit. For 
example, the World Bank no longer 
grants loans for tobacco-linked projects; 
and ICAO adtjpted a resolution calling 
for a ban on smoking on all interna- 
tional flights by luly 1995. 

WHO has continued to develop a 
system for global epidemiological moni- 
toring and surveillance of substance 
abuse and related health risk assessment, 
and is supporting countries in imple- 
menting this approach. A study of mor- 
tality in injecting drug users was 
completed. Maj(3r primary prevention 
initiatives were launched in southern 
Africa, the Caribbean, central and east- 
ern Europe and South-East Asia. 

Research is under way on the health 
consequences of carmabis iLse, the effi- 
cacy of dnig treatment, ai\d the role of 
drug substitution approaches. A report 
is available on cocaine use and its health 
consequences in 19 countries. Training 
materials are being prepared on the 
management of drug-related pr^)- 



grammes for health professionals. Inno- 
vative approaches to community-based 
drug treatment in Asia have been evalu- 
ated with a view to their application in 
other regions. The WHO Expert Com- 
mittee on Drug Dependence evaluated 
eight psycht.iactive substtmces and rec- 
ommended appropriate levels of inter- 
national control for seven of them. 

Children need the opportunity tt) 
learn the behaviour, skills and knowl- 
edge necessary' for good health. These 
include communication and other in- 
terpersonal skills, problem-solving and 
decision-making, and coping with stress, 
anxiety' and orher emotions. To this end, 
WMO, in collaboration with UNICEF, 
is supporting the introduction of life 
skills educati<.)n programmes in a 
number of schools worldwide. 

Health of adults and the elderly 

Almost 15 milli<m adults and elderly 
died in 1995 from heart disease, stroke, 
or other forms of circulatory disease. 
About 5 mdlion others died from infec- 
tious diseases. Another 6 millitm were 
killed by cancer, and over 3 million by 
exteri\al cau.ses such as accidents and 
violence. In broad teniis, these are the 
main groupings of causes of death amot^g 
adultf^ and the elderly. 

Whether diseases are infectious or 
noncommunicable, most of them can be 
prevented, at lca.st to some extent. In 
relation to ncmcommunicable diseases, 
WHO promotes community-based pre- 
vention as the strategy to reduce risk 
factors and morbidity, and increase life 
expectancy. However, some diseases 
formerly regarded as noncommunicablc 
have an infectious element. 

WI lO-s INTERHEALTH research 
project has shown that the situation re- 
garding noiicommttnicable diseases in 
developing countries is similar to that 
in the industrialised world 30 years agt). 
Community- based prevention is there- 
fore the strategy that WHO promotes 
to reduce risk factors, increase life ex- 
pectancy and reduce morbidity- 

Cardiovascular diseases are the 
leading cause of morbidity and prema- 
ture death in the indu.strialized countries 
and it is now conclusively proven that 



Whether diseases are 



infectious or 
noncommunicahle , 
most of them in adults 
and the elderl'y can he 
prevented, at least to 



some extent. 
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The key to cervical 
cancer control is health 
education, early 
detection and screening, 
linked to adequate 
therapy. 



the occurrence of those diseases is re- 
lated to diet, WHO continues to coor- 
dinate four major cardiovascular disease 
research projects: the MONICA 
Project; the WHO/lnternational Soci- 
ety and Federation of Cardiology study 
on the pathobiology of atherosclerosis 
in youth; evaluation of new methods for 
patient education in hypertension, with 
the World Hypertension League; and 
the CARDIAC study, 

WHO supports epidemiological sur- 
veys in several Member States and a 
project is under way in collaboration 
with the United States Centers for Dis- 
ease Control and Prevention to forecast 
worldwide frequency of diabetes up to 
the year 2050, taking into account an- 
ticipated demographic changes. 

In support of the development of 
national programmes for the control of 
major hereditary diseases and congeni' 
tal malformations, WHO issued recom- 
mendations on the management of 
neurofibromatosis, cystic fibrosis and 
thrombophilia; an Asian/Pacific work- 
ing group on the control of haemo- 
globinopathies was established; and 
computerized databases on thalassaemia 
and congenital malformations were ini- 
tiated. 

Genetic appnDaches to noncom- 
municable disease prevention were fur- 
thered through an international pilot 
study on familial hypercholesterolaemia. 
WHO monitors international human 
genome research, and guidelines were 
issued on ethical issues in medical ge- 
netics and the provision of genetic coun- 
selling serxnces. 

INTERHEALTH has revealed unfa- 
vourable nutrition trends globally, with 
most countries experiencing either high 
or increasing availability of dietary fat 
and declining availability of vegetable 
protein and total carbohydrates, particu- 
larly starch. 

Following the Intematicmal 0:)nfer- 
ence on Nutrition convened in 1992 by 
WHO and FAO, WHO has defined in- 
dicators for monitoring progress in coun- 
tries towards the goals of the conference. 
WHO*s strategy is two-fold: to encour- 
age countries to reduce malnutrition and 
promote good nutrition; and to provide 



normative guiding information on sci- 
entific issues relating to the prevention, 
management and monitoring of malnu' 
trition, 

WHO, UNICEF and FAO give 
technical and financial support to coun- 
tries to develop and implement their 
strategies, and WHO mobilizes supple- 
mentary resources from bilateral aid 
agencies. 

WHO focuses on diet-related 
mmcommunicable diseases such as can- 
cer and heart disease in addition r.o the 
areas that it emphasizes in relation to 
infant and child nutrition. In collabo- 
ration with other international agencies, 
it implements a strategy for dealing ef- 
fectively with nutritional emergencies 
in large populations. 

Forty-seven of WHO's Member 
countries in five regions have adopted 
education programmes aimed ac pre- 
venting noncommunicable diseases re^ 
lated to lifestyle and diet. 

Cancer is a growing health problem 
in developing countries, where some 3.5 
million of the global total of over 6 mil- 
lion cancer deaths occur. It is becoming 
increasingly clear that an infectious 
agent contributes to many cases. 

The key to cervical cancer control 
is health education, early detection and 
screening, linked to adequate therapy. 
Recognizing that cer\ucal cancer con- 
trol is feasible, even in developing coun- 
tries, WHO has pioneered pragmatic, 
reali.stic approaches for early detection 
by visual inspection, for affordable ra- 
diotherapy and for provision of pain and 
symptom relief in incurable cases. 

The International Agency for Re- 
search on Cancer (LARC) coordinates 
and conducts epidemiological and labo- 
ratory research aimed at developing sci- 
entific strategies for cancer prevention. 
It adds to skills and information at coun- 
try level through its programme of edu- 
cation, training and publications. 

The results of evaluation of the car- 
cinogenic risk to humans posed by a 
variety of exposures are published in the 
lARC Monographs series. One volume 
appearing in 1995 prtivides conclusive 
evidence of the role of human papilloma 
virus, mentioned above, as a cause of 
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cervical cancer. Other lARC pro- 
grammes assess the efficacy of various 
methods of screening for precancerous 
and cancerous lesions ot tJie cervix, and 
assess potential vaccines against human 
papilloma virus. 

Evidence is mounting that infection 
with the bacterium Helicobacter pykm 
may also lead to stomach cancer, lARC 
is evaluating strate]L;ies to eradicate the 
bacterium as a means of prevention (see 
Chapter I, pages 59-62). 

During the Intemational Confer- 
ence on Population and Development, 
held in Cairo in September 1994, it was 
recognized, thanks to WHO, that repro- 
ductive health is central to health in 
general, and thus to socioeconomic de- 
velopment. The burden of reproductive 
ill'healrh falls overwhelmingly on 
women, in terms of unwanted preg- 
nancy, unsafe abortion, reproductive 
tract infections and cancers, and com- 
plications of pregnancy and childbirth, 

WI lO's activities focus on advocacy 
for a more integrated approach that ad- 
dresses people's reproductive health 
needs throughout life and reaches a 
wider audience - women, young people, 
service providers, policy-makers and 
community groups. Wl lO has set up a 
new reproductive health programme 
that brings into a more coherent frame- 
work programmes dealing with different 
aspects of the subject, to ensure better 
coordination of research and technical 
support activities, Tlie new programme 
will dniw up a comprehensive strategy, 
define norms and standards, and develop 
teclinical tools for addressing reproduc- 
tive health concerns in countries. 

Psychological problems such as de- 
pression and generahzcd anxiety that 
seriously affect the lives of millions of 
people worldwide are often not treated 
or even recognized. Tbcsc and other 
mental health probleiDs represent at 
least 1 0% of the total burden of disease. 
Those affected are more disabled in 
everyday life than persons with commcm 
chronic physical conditions such as ar- 
thritis, back pain and diabetes, and the 
numbers of people affected and the im- 
pact on quality of life make such disor- 
ders a major public health problem and 



a great burden cm individuals, their 
families and their communities. WHO 
therefore supports the incorporation of 
research and appropriate action into 
public health programmes and strategies 
in countries, as well as training directed 
to that end. 

The Organization completed a re- 
view of mental health legislation ana- 
lysing 55 jurisdictions in all six of its 
regicms, on the basis of which it pro- 
duced a guideline document on ap^ 
proachcs to updating legislation or 
intniducing new laws and regulations. 

Approximately 45% of the world's 
population make up the global 
workforce. This group sustains the eco- 
nomic and material basis of society 
which is thus crucially dependent on its 
working capacity. Hence, occupational 
health and the well-being of working 
people are not only prerequisites for pro- 
ductivity but are of the utmost impor- 
tance for overall socioeconomic and 
sustainable development. 

The workplace is often a hazardous 
environment. Occupational health and 
safety hazards arc common in many eco- 
nomic sectors and affect large numbers 
of workers. Some 120 milli(m acciden- 
tal injuries with 200 000 fatalities result- 
ing from work-related hazards, and up 
to 1 57 million new cases of occupational 
diseases and other illnesses caused by 
varitnis expo.sures at work occur each 
year in the world. 

The structure of economies is rap- 
idly changing with the advent of new 
technology, new divisions of work and 
new trends in the social environment. 
In respcmse to these changes and in or- 
der to meet emerging challenges, the 
global network of WHO collaborating 
centres for occupational health, com- 
prising 52 national institutions in 37 
countries (both developing and indus- 
trialized), was established. 

On the basis of a situation analysis 
using available indicators, WHO has 
drawn up a global strategy which high- 
lights the need for broad -based action 
in view of the occupational health situ- 
ation in the world, the major impact of 
work on health, and the continuous 
tmnsformations taking place in working 



Reproductive health is 
central to health in 
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development. 
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The number of years 
that people now live and 
the qucMty of life that 
they enjoy most often 
depend on health 
conditions dating from 
very early in their life. 



lite. Aofjiinsr thi^i background, it presents 
principles of modern occupational 
health and identifies the international 
and n;irK)nMl action needed for global 
development of occupacional health. 

The number of years that people 
now live and the quality of life that they 
enjoy most often depend on health con- 
ditions dating from very early in their 
life. Substance abuse (such as smoking, 
alcohol or drug use), poor living envi- 
ronments, inadequate nutrition and 
reproductive ill-healthy are all major 
factors contributing to the poor health 
status of people as they age, wherever 
they live m the world, and their latter 
years are often characterized by disabiU 
ity, chronic ill-health, poverty, loneli- 
ness and alienation. 

In collaboration with 15 centres in 
14 countries, WHO has also developed 
a measure of quality of life (WHOQOL) 
which will complement established 
methods cif assessing health status in 
terms of disease with means that use 
positive measurements of health. 

Trachoma^ although it begins in 
childhood, has its main impact on 
adults. It is a major preventable cause 
of bliTidness in developing countries. 
WHO produced a guide to fostering 
community support for trachoma con- 
trol - a key requirement for ensuring 
effective antibiotic treatment and im- 
proving personal and environmental 
hygiene - in collaboration with the 
Edna McConnell Clark Foundation. 
WHO is closely monitoring the possi- 
ble application of a new antibiotic ef- 
fective against trachoma, which could 
be adminisrered in a few doses per year 
at low cost. 

A standardized proforma for assess- 
ing hearing impairment and its causes 
has been produced by W^HO. Inappro- 
priate use of otc}toxic drugs has been 
identified as a possible preventable cause 
of hearing impairment, The develop- 
ment of simple ear care as part of pri- 
mary health care was promoted in 
various ways including the organizatitm 
of a joint international symposium with 
collaborating institutiotis in the United 
Kingdom and an African regional work- 
shop in Kairobi- 



As part of Its efforts to promote oral 
health, WHO supports standard data- 
based planning, standard prevention of 
comm(m ccmditions, development of 
affordable treatment systems and pro- 
duction of appropriate personnel, and 
promotes oral disease prevention. In 
that connection, the iiitcrnational milk 
fluoridation programme has expanded 
considerably. 

Tlie WHO community' based reha- 
hilitation strategy? is the best means of 
providing .services and equalizing oppor- 
tunities for persons with disability as part 
of primary health care, backed by an 
adequate referral system. Because spe- 
cialized staff arc lacking in many couH' 
tries, rhe Organization works with 
countries to improve the rehabilitation 
skills of general practitioners, nurses and 
other primary health care workers. In 
cooperation with Swedish educators and 
health profess iotials, WHO has drawn 
up recommendations on training pro- 
gramme managers in community-based 
rehabilitation. 

As rehabilitation is concerned not 
only with improving functional skills 
but also with restoring dignity, it is es- 
sential to involve the ct^mmunity, mak- 
ing the social environment of the 
disabled more responsive to their human 
rights. Account must be taken of peo- 
ple with special needs, such as refugees, 
slum dwellers, nomads and indigenous 
populations- A seminar for French- 
speaking African countries on a 
nmltisec total approach to rehabilitation 
was held in Abidjan with support from 
ILO and UNESCO. 

Guides were produced on strength- 
ening disability prevention and rehabili- 
tation in basic nursing education and 
within primary health care services, for 
the use of district health and rehabilita- 
tion managers. 

The Organization provides world- 
wide leadership in the field o( aging and 
health, a dominant sixnal issue for the 
year 2000 and beyond. WHO's approach 
is based on a life course perspective, the 
promotion of healthy aging, the impor- 
tance of cultural settings fot health sta- 
tus, recognition of gender differences in 
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health and fnctors afifectin^^ health, and 
cdiLcal considcrarions. Rei>earch in- 
eludes such topics as physical activity, 
osteoporosis, incontinence, and uses of 
modern technology tor improving qual- 
ity of life in old a^c. A major focus for 
WHO is on healthy aging in women, 
given estimates that the number of 
women over the age of 65 will increase 
from 188 million in 1990 to 326 mih 
lion in 2Ci5, the iiiMjority of whom will 
live in developing countries. 

The third nieetingof the WHO GIo- 
bal Commission on Women's Health 
focused on the health conditions that 
womei\ face in kiter life, which to date 
hiive not been adequately iiddressed, the 
conditionb responsible for determining 
and accelerating the health conse- 
quences of agin<2 throughout women's 
life span and the strategies that will help 
older women enjoy good health and an 
improved quality of life. 

A peer review process examining 
work done over rhc last eight years and 
involving experts from around the wt)rld 
helped to establish research priorities on 
healthy aging, with special emphasis on 
the situation m developing countries. 
Collaboration with academic institu- 
tions is now being established. 



Environment and lifestyles 

Safe water rmd basic sanitation are ma- 
jor determinants of health. The growth 
of the human population and its increas- 
ing exploitation of limited natural re- 
sources, and tlie pollution of air, water 
and land arc major threats. Deforesta- 
tion, desertification, depletion of the 
ozone layer and climatic change all have 
health implications of a global nature, 
as does rapid urbanization. 

As water supply aiid sanitation are 
more likely to be sustainable when man- 
aged at conmiunicy level, WHO is co- 
operating with the UiNDP/World Bank 
water and sanitation programme and 
with IJNICEF to deveh^p participatory 
approaches in this area - which can also 
be cftcctive m stimulating changes in 
hygiene behavi(u]r and improvements in 
sanitation. 



At the end of 1990 the WHO/ 
UNlCliFJo int Water Supply and Sani- 
tation Monitoring Programme esti- 
mated that out of a total population of 
the world's developing countries of 4.1 
billion people, L6 billion were without 
access to an adequate and safe water sup- 
ply and a little over 2.8 billion were 
without access to appropriate means of 
excreta disposal. The Child Summit has 
set goals of closing the gap by 25% for 
water supply and 10% for sanitation for 
1995; i.e. reducing the number of peo- 
ple without water services from 1.6 bil- 
lion tiD 1.2 billion, and reducing the 
number of people without sanitation 
from around 2.8 billion to a little more 
than 2,5 billion. 

In global average terms, the target 
for water supply has been met, with the 
most significant progress being made in 
Asia and the Pacific. Unfortunately, the 
sanitation target has not been met, and 
in some cases the population without 
access to appropriate sanitation has 
risen - for example in Africa - with 
population increase a major contribut- 
ing factor. 

As ccK>rdin;-itor of the Water Supply 
and Sanitation Collaborative Council's 
working group on promotion cjf sanita- 
tion, WHO supports several initiatives 
to raise awareness of the need for im- 
proved sanitation, and promotes the 
partnership roles of international agen- 
cies, donors, ministries, NGOs and aca- 
demic institutions in this respect. 

The I lealthy Cities movement has 
gained ground rapidly and regional net- 
works are now operational or soon will 
be in all WHO regions. Direct links 
have been established between cities in 
Latin America and Europe, and among 
French-speaking cities in three conti- 
nents. 

The launching of the network of 
Healthy Cities has resulted in specific 
environmental improvements, for in- 
stance in reducing urban air poUution. 
The thrust of the air pollution monitor- 
ing network forming part of the Global 
Environmental Monitoring System has 
shifted from simple assessment of the 
problem to identification and control of 
emission sources. Capacity for manage- 



The launching of the 
network of Healthy 
Cities has resulted in 
specific environmental 
improvements. 
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High on the agenda of 
many countries facing 
rapid economic, political 
and social change in the 
1990s is the question of 
health system reform. 



ment uf air quality has been assessed in 
20 cities to identify immediate needs for 
technical c()(>peration, particularly in 
introducing comprehensive manage- 
ment strategies and measures. 

WHO is concerned by the increas- 
ingly serious problem oi health care 
wastes. Case studies have demonstrated 
a high risk of infection when such wastes 
are disposed of together with municipal 
garbage without specific controls. A 
comprehensive strategy on medical 
waste disposal from urban areas, cover- 
ing hospitals as well as the private 
sector, has been established in coUabo' 
ration with UNDP, the World Bank and 
the United Nations Centre for Human 
Settlements. 

WHO is developing an action plan 
in the areas of health promotion and 
health education, leading into the 2 1st 
century. Infrastructures are being built 
up around existing economic or other 
arrangements and the regional structure 
of WHO. Programme development in 
southern Africa is progressing satisfac- 
torily, with South Africa taking the lead, 
and in eastern and central Europe with 
Hungary as the hub. A health promo- 
tion and education alliance is develop- 
ing between the more populated 
countries, including C>hina, India, Indo- 
nesia, the Russian Federation and the 
United States. Two new collaborating 
centres were established in Australia 
(Sydney) and Canada (Toronto), bring- 
ing the total to 16. 

WHO pays particular attention to 
school health. In September 1995, its 
Expert Committee on Comprehensive 
Schcx)l Health Education and Promo- 
tion provided leadership in directing the 
global school health initiative, and for 
school health into the next millennium, 

A network of health-promoting 
schtx^ls is being built up in several WHO 
regions. Also, guidelines on helminth 
eradication have been prepared, as well 
as a school health bibliography. 



Health care, organization and 
management 

Health infrasfructure 

WHO works with countries and the 
world health community to focus action 
on achieving a number of goals and tat' 
gets. Success in this area lies not simply 
in specifically focused actions, but also 
in knowing which issues are important, 
and why they are, and then plai\ning 
and managing the strategies, policies 
and resources to tackle them. InfrastruC' 
ture can be described as the capacity to 
implement and sustain specific and fo- 
cused action whdc also using that ac- 
tion to achieve broader ends. 

High on the agenda of many coun- 
tries facing rapid economic, political and 
social change in the 1990s is the ques- 
tion of health system reform. In any re- 
form process, a wide range of options 
exists, relating mainly to financial ar- 
rangements, institutional and organiza- 
tional structures and service delivery. 

A framework for research to support 
improved urban health services is being 
set up. Recognizing the growing dispari- 
ties in health service performance and 
health status in both industriahzed and 
developing countries and the implica- 
tions for policy-makers and managers, 
WHO and the Swedish International 
Development Authc^rity launched an 
initiative to improve monitoring and 
global awareness of such trends. 

Based on studies on the relevance 
of user charges, WHO is preparing a 
position paper that outlines require- 
ments and implications of financing 
mechanisms for improving health care 
delivery at the community level. 

In the context of civil service reform 
in response to economic stringency, 
WHO held a consultation with the 
Danish International Development 
Agency to review health care functions 
and structures prior to strengthening 
ministries of health. A manual is being 
produced on health ministr^^ reorgani- 
zation for a group of countries in the 
Americas with similar problems. 

To promote quality assurance in hos- 
pitals and health centres, guidelines 
were issued <m the use of standards and 
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measurement of performance. Because 
of the waste of resources and decreased 
quality' of care resulting from poor man- 
agement of health care equipment, 
WHO produces j^midelincs on manag- 
ing physical resources. The Organization 
helped create an African federation for 
technology in health care with its sec- 
retariat in Cape Town (South Africa). 
A subregional project on equipment 
maintenance is under way in Central 
Atnerica. 

A network of centres and activities 
collaborating with WHO in all regions 
serves as a source of health research ex- 
pertise; and a health system research 
network linking North, Central and 
South American countries was set up. 
Regional task forces for health systems 
research were established in the East' 
ern Mediterranean and in South'East 
Asia. In Europe, the focus is on coun- 
tries of eastern Europe, where health 
systems research is especially weak. 

WHO launched an initiative for 
reorienting medical education and pub- 
lic health training towards the 21st cen- 
tury, and jointly organized a meeting in 
Cape Town (South Africa) with the 
World Federation for Medical Educa- 
tion. 

WHO supports training in health 
care financing and health insurance and 
in quality assurance. Up to now some 
I OCO health workers from the public 



health sector as well as NGO facilitators 
have attended courses for trainers. 

Bolivia, Mexico and Zimbabwe tcx^k 
practical measures to establish an 
optimally balanced and productive 
workforce, setting up management in- 
formation systems on nursing/midwifery 
personnel in primary health care, with 
support from WHO and the Kellogg 
Foundation. 

As part of an effort to improve the 
cost-effectiveness of nursing and mid- 
wifery services, WHO and its network 
of nursmg/midwifer^' collaborating cen- 
tres have been determining the extent 
to which countries make assessments of 
their needs for nursing personnel, and 
have so far received more about 140 re* 
plies to the survey. 

Networking to disseminate experi^ 
ences, information and expertise is fa- 
cilitated through issue of the Bridge 
newsletter; the Directory of health serv- 
ices and systems research centres, of which 
a third editi(m appeared in 1995; the 
Directory of training programmes in health 
services research; the Current Concerns 
series dealmg with economics and fi- 
nancing issues; and manuals and reports 
on specific topics. A newsletter, Chang- 
ing medical education and medicai practice, 
is distributed twice a year. It aims to 
describe initiatives worldwide to make 
medical education and practice more 
responsive to people's health needs. 
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Sox 15. Renewing the bealth-for-aH stfategy 

Heolth is a bosic human right and o worldwide social gool. It is essentiol fo tfie satisfaction of 
basic human needs ond ttie qjality of life, and is to be ottained by all people. Concerned over 
the unsofisfactoTY heolth ond reloted socioeconomic situation end t+ie widening gap in the 
levels of health both among and within countries, the Member States of WHO decided in 
1977 on an intermediate goal of achieving, by the year 2000, o level of health for oil 
peoples in a// countries which would permit them to work productively and participate ac- 
tively in the social life of their community. This was referred to as Health fof AII by the Year 
2000. The International Conference on Primary Health Care, held in Alma-Ata in 1978, 
endorsed the goal of Health for All by the Yeor 2000 ond declared primary health care to be 
the key to ochleving a mimumM of heolth below which no country or individuals within 
countries would fall, the minimum level of health being interpreted by each country in the 
light of its socioeconomic and health situation. In 1981, a global strategy was adopted to 
achieve this goal. 

The Member States of WHO also decided that progress towards this goal was to be 
measured against a set of targets to be ochieved by all countries. For example, the target for 
life expectancy ot birth in the year 2000 was set at over 60 years; the infant mortality target 
was set at below 50 per 1 000 live births. A review of progress in 1 995 showed thot the 
number of countries with a life expectancy at birth of over 60 years has increosed from at 
least 98 (with a total population of 2.7 billion) in 1980 to at least 120 (with a total 
population of 4.9 billion) in 1995. The number of countries meeting the infant mortolity 
target had risen from at least 77 (with o total population of 1 .3 billion) in 1 980 to at least 
103 (with a total population of 3,2 billion) in 1995. 

Overall in the last 15 years, there have been substantial improvements in globol health 
status. Disporities between the developed and the developing world have been reduced, but 
those between the developing world and the leost developed countries as a group have 
v/idened. Gaps have also widened between population groups within countries. In recent 
years, health gains have slowed down ond even been reversed in some countries. 

In 1994, recognizing the change that hod occurred in the global context since the 
odoption of the strategy. WHO's Member Stotes restated the volidity of health for all as a 
global vision and identified the need to formulate oltemotive plans for attaining further 
targets for the year 2000 ond beyond. 

who's vision of globol health based on equity and solidarity calls for the building of new 
partnerships and the adoption of on innovative and progmatk agenda for international heolth 
e)(tending beyond countries or regions. 

The Orgonization has already begun a consultation process on renewing the strotegy. 
Renewol does not mean extending the time-frame, but visualizing health in the early 21st 
century, and setting further intermediate targets for achieving health for all ond renewing 
efforts to meet the chollenges, by exploiting opportunities and overcoming threats ond obsta- 
cles. It is envisaged that the World Health Assembly in May 1998 will renew the commit- 
ment of Member States to the universal gool of health for all and to any odjustments or new 
directions that may be worranted in the strategy for achieving the intermediate objectives 
and targets for the year 2005, 201 0 or as oppropriate. 



Rapid changes in rhe personal, so- 
cial, economic, environmental and 
other determinants that influence 
health make it necessary for health care 
providers constantly to reassess their 
knowledge and reorient their methods. 
A highly effective means for this pur- 
pose is exchange of experience among 
countries with different health systems, 
WHCO, through its fellowships pro- 
gramme, provides opportunities for care- 
fully selected health professionals to 
ohtain the necessary skills to direct, 
guide and support health development 
in their countries, within the framework 
of careful human resources planning and 
clearly defined priorities (Tabic 5), 

Health policy 

This section is concerned with the ways 
in which WHO shapes global Health 
policy through its directing and coordi- 
nating functions. Since 1 948, WHO has 
provided leadership for global health 
programmes and initiatives. However, 
the Organization has recently faced 
critical challenges as a result of world- 
wide political, ec(momic, social and 
health changes. To ensure that WHO 
maintains its leadership in the health 
sector, its governing bodies have re- 
viewed in depth the extent to which the 
Organizatum could make its contribu- 
tion even more effective. 

A new aspirarional health policy is 
being worked out in consultation with 
Member States and other partners in 
health to give broad guidance for health 
development in the 21st century 
(Box 15). 

The pursuit of development in the 
economic, educational or health spheres 
in isolation may obscure the purpose of 
development as a whole - to improve 
the quality of life of all people. WHO*s 
perspective is that social and economic 
gains can be pursued simultaneously and 
that they are mutually beneficial and in 
turn contribute to alleviating poverty. 
WHO therefore focuses on protecting 
and promoting the health and well-be- 
ing of the most disadvantaged groups. 
At the World Summit for Social Devel- 
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opment, held in Copenhagen in March 
1995, WHO advocated strenj<thening 
partnerships for health development 
and mobiUzing the poHtic^il commit- 
ment tn view it in the context of ecu- 
tioinic and social development. 

The net result of continuing povertN" 
is growing inequality between countries 
and herween groups and areas within 
countries. For example, by 1994 there 
were 47 least developed countries in 
contrast to 27 in 1971. To this end 
WHO directs action and resources in 
a country-focused rather than a 
progrtimme-oricntcd approach, empha- 
sizing the links between poverty and ill- 
health through its specific focus on 
intensified cooperation with countries 
and people most in need. Tliis initia- 
tive has 28 participating countries. 
Through it, for example, WHO has co- 
operated in developing health policy, 
strengdiening heahh systems in coun- 
tries such as Guinea and Zambia and in 
putting sustainable health financing 
schemes in place^ The Organization 
gives technical support for upgrading 
country capability in health economics, 
enabling countries to make pragmatic 
changes easing the transiticm from cen- 
trally planned to market economies. 

hi the context of its advocacy arid 
technical advisory role, WHO gave 
technical support to ensure the inclu- 
sion of health considerations in eco- 
nomic development projects in Burkina 
Paso, Guatemala, Mali, Mongolia, 
Rwanda, Togo and Uganda- A joint 
UNESCO/WHO conference held in 
Geneva in February 1995 was attended 
by representatives of ministries of fi- 
nance, education and health from 15 
French-speaking African countries. One 
of its conclusions was that proper man- 
agement of drug procurement and dis- 
tribution would substantially mitigate 
the effects of die CFA franc devalua- 
tion on health and education. 

WHO works towards a more focused 
and increased flow of external funds and 
their more effective use by countries. 
The Organizatit)n brings together coun- 
tries engaged in health reform and prin- 
cipal extrabudgetary donors, and issues 



advocacy articles on povcrt\' and health. 
WHO also works to develop coherent 
thinking and consensus among donors 
on aid policy for the most needy coun- 
tries, for example, using a country- to- 
pology, based on capacity to lead the 
development pRKcss. 

The Organization is working with 
multilateral bodies such as UNDP, the 
WV)rld Bank and regional development 
banks, the European Union and bilat- 
eral doncirs - leading to joint projects, 
donor commitment and the mohilisa- 
tion of over $700 million for health in 
1994-1995. 

A substantive study of Wl lO's ex- 
ternal funding, sponsored by the govern- 
ments aid agencies of Australia, Norway 
and the United Kingdom, was carried 
our with a view to makitig further im- 
provements in the means by which 
WHO uifluences the mobilization of 
funds and cxx:^rdinates and orients the 
ways in which they arc spent. 

The ability to treat many diseases is 
affected by factors influencing the avail- 
ability of essential drugs, such as logis- 
tics, resource availability and sheer 
demand. Health sector reforms often 
place emphasis on the private sector but 
this does nc^t necessarily enhance access. 
Government responsibility is critical 
and many countries urgently require 
new and enforceable legislation and 
regulations on drugs. The international 
environment resulting from GATT/ 
WTO agreements may however im- 
prove drug availability in some coun- 
tries. Nevertheless, inappropriate dnig 
use in developed and developing coun- 
tries remains a cause for concern. WHO 
therefore supports countries, including 
those in the newly independent States, 
to ensure that essetitial drugs are avail- 
able (Map 8). 

WHOs quality standards for phar- 
maceutical products are the kind of in- 
ternationally agreed standard that the 
Agreement on Technical Barriers to 
Trade ericourages governments to adopt 
as a basis for national regulations. Four 
South American countries, ft)r example, 
adc]pted WHO's requirements for good 
manufacturing practices for pharmaccu- 
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hy countries. 
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Hap 8. Popuhtions with re^r access to essential drags, 1995 estimates 




tical products in order to harmonize 
regulations within their trade group 
(Mercosur), and a niimher of OECD 
countries decided to ehminate customs 
duties on pharmaceutical ingredients 
hearing a WHO international non- 
proprietary (generic) name (Box 12, 
page 68). 

The Health and welUheing of 
ufumen influences also their children 
and families, their communities and so- 
ciety as a whole. Shaping the develop- 
tiicnt of policies aimed at investing in 
and improving women's heahh is a pri' 
oriry for WHO, Ill-health and malnu- 
trition in one gcticration of women can 
he followed by a cycle of ill-health in 
the next generation, Women*s status 
and health also affect household in- 
comes and national productivity* 

The Fourth World Conference on 
Women in Beijing in September 1995 
was the culmination of a series of major 
international conferences dealing with 
women's health and development. The 
Platfonn for Action set up at Beijing 



addresses all the many determinants of 
women's health such as the environ- 
ment, violence and education. 

In the sphere of health and the en- 
vironment WHO provides a forum for 
addressing global concerns, as for exam- 
ple when it brought together some 600 
scientists, researchers, public health spC' 
cialists and policy-makers from 59 coun- 
tries in the first of three international 
conferences concerned with the effects 
of the Chernobyl disaster. 

The International Programme on 
Chemical Safety is another example - 
a joint activity at international level 
between WHO, UNEP and ILO to pro- 
vide internationally evaluated scientific 
information on the basis of which coun- 
tries can develop their own policies and 
measures to protect human health and 
the environment. 

The issues confronting the world 
health community guide WHO's re- 
search policy, which is geared to cata- 
lysing the search for knowledge and 
technology to meet known and cmerg- 
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ing health needs. WHO carrie5> out its 
own research and also sriniulates re- 
search in the international health com- 
muniry in liaison with the world 
scientific community, other interna- 
tional and national agencies and organi- 
zations, the WHO Advisory Committee 
on Health Research (Box 16) and 
who's many expert committees. It 
thereby stimulates and supports rhe de- 
velopment of health research policies 
and research capacity in countries, 

who's work mcludcs research on 
nutritional deficiency disorders, com- 
municable and noncommuni cable diS' 
eases, and issues in management of 
health systems. In conjunction with 
Member States WHO also collaborates 
with several intergovernmental and 
nongovernmental organizations con- 
cerned with the ethical dimensions of 
health care. Some 1 200 collaborating 
centres and the 2 000 or so members of 
5 5 WHO expert committees and advi- 
sory panels contribute to WHO's re- 
search work in all fields. 

In 1995, WHO'S Executive Board 
endorsed the creation of a research cen- 
tre to be established in the City of Kobe, 
Japan, to amtribute to the international 
work of the Organization. It is the first 
time that WHO will deal with an ini- 
tiative from local government and the 
private sector combined. The Centre 
will carry out research into health de- 
velopment, and the interrelationship 
between social, economic, environmen- 
tal and demographic factors and health. 
It will bring together researchers from a 
wide range of disciplines relating to such 
areas as biomedicine, public health, 
sociology and the behavioural sciences, 
development economics, demography 
and envircmmental sciences. The Cen- 
tre will be part n( a nerwork of centres 
worldwide undertaking researcli in cob 
laboraiion with other institutions, in 
both industrialized and developing 
countries. 

The Organization monitors and 
analyses advances in medical, biologi- 
cal and behavioural sciences and heaith 
technolo^' and identifies developments 
that can l:Te used directly or be further 
pursued to solve problems in health care. 



Box 16. The Advisory Commitfee on Health Resemh - 
0 catdyst for sdentifk cooperatioa 

Research promofion ond development in the health field is one of the constitutional functions 
of WHO, which promotes ond initiotes research octivity at notional and international levels- 
The global Advisory Committee on Health Reseorch (ACHR) and the regional ACHRs were 
established to guide the work of WHO in the area of medicol and health research. 

With the adoption in 1 98 1 of the Global Strategy of Health for All by the Yeor 2000, ttie 
scope of WHO'S research functions ond octivity was broadened to oddress reseorch issues in 
policy, organizotion and management aspects of health core delivery ot primary level. Stud- 
ies are required on the multisectomi determinants of health such os poverty, illiterocy, unem- 
ployment and environmentol degradotion with a view to developing mechanisms for improving 
health and coverage, effectiveness and efficiency in healtli services delivery. The ACHR recog- 
nized the increasingly complex challenges posed and decided to mobilize ond exploit all 
available knowledge and skills in the medical, behavioural, tecbnologicol ond environmental 
sciences so os to find the apprapriote scientific answers to heolth development problems. 
WHO began expanding its relationship witti scientific institutions beyond the existing formal 
and informal programme-related networks, ond now relies on tens of Ihousonds of scientists 
woddwide to provide reseorch and troining facilities. 

To complement the leadership role of WHO, ACHR is becoming a cotolyst, seeking con- 
structive cooperotion at the global level witti governmental and nongovernmental orgoniza- 
fions, identifying the problems and suggesting solutions based on scientific evidence. In tfiis 
way resources and creotivity are being pooled to improve health, health services and health 
development. 

The ACHR reaches out on the one side to governments ond on the other to the scientific 
community, research institutes, universities and all those concerned with sdentific endeav- 
our, in order to moke on impact on the dynamics of global health development. To this end, 
WHO and all members of the global and regional ACHRs ore olso being connected by meons 
of modern telecommunications technologies so os to hormonize ond rapidly disseminate 
sdentific advice as it becomes ovoilable. 



One of WHO'S principal responsi- 
bilities under its Constitution is to 
monitor health status and trends nation- 
ally> regionally and globally and to make 
this health information available to all. 
In 1 995, WHO launched the first Wcnld 
Health Report, intended to reach the lay 
public as well as policy makers and 
health professionals. The aim of this 
new publication is to annually update 
information on the global health situa- 
tion, and draw attention ro priority 
health problems. 

The third monitoring of progress in 
the implementation of strategies for 
health for all by the year 2 COO was car- 
ried out by Member States* and reports 
were submitted to WHOs governing 
bodies in 1995. 
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Box 17. Dear WHO^ can you help vs? 

Every month WHO receives over 7 000 requests for copies of its 
monuGis, guidelines, recomrTiendations, stotisticol data or official 
advice on ony number of public heolth problems. 

Severol fcKtors help exploin this demord. WHO publications ore 
always issued in response to a need, whether expressed by q Mem- 
ber State or detected during o technical programme's work. In most 
coses only WHO con fill this need. The Organization's status as the 
globe! health authority' makes it uniquely well suited to issue inter- 
national guidelines end norms in orens ranging from permissible lev- 
els of contaminants in food to quolily stondords for phormaceuticol 
products. 

Even more important is WHO's commitment to the health needs 
of poor people in poor places - "orphan" needs that ore rarely a 
p^iori^,r for commercial publisher. Though the Organization's inter- 
national guidelines ond standards serve the world, most of its practi- 
cal hondbooks and "do-it-yourself" manuals respond to health 
problems in developing countries, where the need is always greatest 
and where WHO publications ore welcomed as a link to the best 
expertise. In the many countries that cannot afford to subscribe to 
the host of specialty research journals, V/HO publications do the re- 
search for them. Stote^if-tbeiirt consensus reports, such os ttiose 
published in the Technical Report Series, allow countries to skip a 
costly and time-consuming step in the process of ocquiring reliable 
advice. 

WHO publications also enable developing countries to commit 
nicote their experiences to the world at large. Experts from the de- 
t: veloping v/orld are always well represented among the pages of 
WHO publicotions. During 1995, for example, the Wodd heolth fo- 
Wfv published 1 1 6 contributions from 47 countries, of which 31 
were in the developing \vorld. 

When gathering and issuing infomiation, WHO puts the devel- 
oping world first. One of the Organization's strenglfis is its ability to 
work out low-tech solutions to high-tech problems. Lists of essential 
drugs, monuals explaining the use of oral rehydration salts or multidrug 



tberapy for lepmsy, and how-to guides on topics ranging from tiie 
construction of sanitary facilities to the interpretation of radiographs 
and ultrasound scons are just some exomples. 

When issuing advice on health problems in developing coun- 
tries, WHO drows on the very best expertise, edits to achieve the 
precision and clarity needed by people who are reading in o foreign 
language, and designs text ond illustrations to make comprehension 
easier. As a result, information produced by WHO for developing 
countries is often relevont to industriolized countries os well. 

http://www. who.ch 

WHO also serves the information needs of the many professionals 
who seek instant electronic access to the latest health data and sta- 
tistics. The WHO home page on the Wodd Wide Web mokes it easy 
for Intemet users to retrieve up-to-dote health-related data on a range 
of topics. Users con find descriptions of the major programmes coor- 
dinated by WHO, global and country^pecific health statistics, coun- 
try profiles, WHO events attracting media attention, data on individuol 
diseases, and olerts to outbreaks. Also instantly accessible ore infor- 
mation about important WHO publications, the contents of newslet- 
ters and press communications, and reference to the more than 
60 000 items in the WHO library database. The full texts of fre- 
quently referenced publications are likewise available. Users can ac- 
cess the contents of the Weekly epidemlogicol recotd, which serves 
OS a "bulletin board" for disease news, or browse Jhe V/odd Health 
ffeporf summary. 

The WHO home page enables the user to retrieve infomiation 
about the regionol offices, country activihes, V/HO collaborating cen- 
tres, and depository libraries where complete collections of WHO 
publicotions are maintained. For more speciolized information within 
the United Nations family, links are provided to the home pages of 
the WHO Regional Office for Europe, the Pan American Health Or- 
ganization, the International Agency for Research on Cancer, and 
other UN ogencies. 



WHO supports Member Siaics in 
the application of the Inrernarional 
Health Rcj^iihitions and disseminates 
epidemiological information throu.^h its 
automatic tclccommiinicHti(ins reply 
services and by issuing tbe Weekly epi^ 
demiokigical record and Intemaiicyiml travel 
and health. As an example, WHO pro- 
vided data cKiirtmg the coutse of the 
outbreaks (^f Ebola haemorrhagic fever 
in Znire in 1995. 



Publication of volumes of tbe tenth 
revision of the Inrernationril Statistical 
Classification of Diseases and Related 
Health Problems continued, and it has 
already appeared in more than 30 lan- 
guages. The English'languagc version of 
the Classification is now available on 
diskette. The International Classifica- 
tion of hnpairments, Disabilities, and 
Handicaps is under revision. 
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A new strategy tor strcngthenin}4 
national health infcirmation systems has 
been initiated and a series of method- 
olo)<ies and products for use by coLjntries 
in fisscssui^ and enhancini^ various com- 
ponents of their healrh information sys- 
tems have been produceci, tor example, 
a catalogue of health indicators recom- 
mended for progranune management, 
and an updated version of traininj^: mod- 
ules in health statistics. 

Activities have focused on Africa 
and newly independent States. Eleven 
c<)untries and four regional meetings 
were supported in 1995. 

The scienritic community can now 
also access a special bulletin board 
throu£>h Internet, In addition to gath- 
ering and providing epidemiological in- 
formation to countries and to the world 
health community, WHO supports 
countries in enliLiiicinf;,' their own health 
infonuati{>n systems. It ensures tliut the 
information to which it has access and 
which it j^enerites on health status, 
health services, technologies, research, 
legislation, metlu)dt)logies, resource 
flows and social issues and on WHO 
programmes themselves, is made acces- 
sible to policy -makers, scicntisti;, doc- 
tors, managers and lay people, and to the 
many national and internatitmal organi- 
zaticui.N working in the health field. 

Such information is available in 
WHO publications as well as on the 
hiternet World Wide Web with the 
WHO *'home page" indicating the many 
areas oi iiifoniiiition that can be accessed 
(sec Box 17). In 1995, with more than 
350 OOC "hits" per month, WHO ranked 
among the top 5% of all World Wide 
Web servers for the h\ternet. 

Computing, networking and coin- 
municacions, often grouped under the 
headings oHnformatics and tcietnatic^, 
have tremendous potential and arc al- 
ready being used to support health care 
in both industrialized and developing 
countries. Libraries on CD-ROM, for 
instance, have reduced the problem of 
meeting the hard currency costs of mecii- 
cal literature acquisition for developing 
countries. Even procurement of the nec- 
essary hardware and softw^are and train- 
ing of stall need not be expensive, as 



Sox ]6. TeleMedkiae I 

TeleMedicine is the practice of nedical care using interactive oudio, visuol ond dota commu- | 
nicGtions; this includes medical care delivery, consultotion, diagnosis and treatment, os well 
as education and the transfer of medical data. TeleMedicine may be o partiol solution to the 
problem of connpeting demands for equitable access to good-quality health care services and 
for reduced expenditure in health care. Such technology is most needed by the poorest 
countries. 

The terni "TeleMedicine" is used to refer genericolly to growing disdplines such as 
TeleRodiology, TelePathology, TeleCordiology, TelePsychictry and Tele Education. The practice 
of TeleMedicine can be exemplrfied by three scenarios. It could enoble a general proctitioner 
in G rurol setting to seek a second or an expert opinion from colleogues in a notional specialty 
hospital. It could enable o remotely located nurse to obtain the technical guidance of o ,[i 
physicion. It could enoble a physician to look after (examine, monitor or interview) o re- t 
motely located patient - for example at home, in another city or cointry. ; 

TeleMedicine supports any of these scenarios with the transmission of the relevant diag- I 
nostic data (an X-roy, a hecrt beet, a pathologicol section, on ultrasound or a video film) and | 
the receipt of the con'esponding diagnosis and recommended follow-up, with real-time dio- | 
logue bet^A/een the tv/o communicating parties as if they were face to face, I 

Whot is required to get it to work? Given agreement between o provider and o recipient :| 
of TeleMedicine services, these are then supported on a TeleMedicine infrastructure backed 
up by a telecommunications infrastructure. The TeleMedidne infmstructure includes hard- 
ware ond soft^A/are ranging from a simple facility to scan, compress and tronsmit an X-roy 
image, to sophisticated focilities for remote control of surgical equipment accompanied by 
interactive video. The telecommunications infrastructure requires a communications line (rang- 
ing from 0 simple telephone line to a broad bandwidth line to carry video images ond sound) jj 
and the means to send and receive digital data. 1 

In practice, TeleMedidne should be viewed os a port of the broader topic of leleHeolth, j 
which includes the use of telecommunications technology ond services for surveillance, emer- 1 
gency preparedness ond education. 

WHO plays a duol role in TeleMedicine. It cooperates with countries in studies on the 
feasibility ond cost-effectiveness of TeleMedicine services and actively portidpates in scien- 
tific forums to identify the needs and problems ossocioted with the wider use of TeleA^edicine 
within individuol countries ond between countries. Recently in South Africa, WHO helped 
establish a test link for TeleMedidne between Johonnesburg General Hospital and the rural ^ 
hospital in Tintswalo, some 500 km away; X-ray images of patients token in Tintswalo were j 
digitized and transmitted to Johannesburg where they were read and interpreted by expert i 
radiologists who also, as necessary, engaged in video-conferencing to discuss certain cases. _i 
WHO also supports Kuwait in the comparative evoluotion of the requisites, modus opercndi 
and costs of TeleMedicine services offered by nine European and United Stotes universit/ 
hospitals. 

Before long, international cooperotion in TeleMedicine will become second only to inter* 
national cooperation in the surveillonce ond control of infectious diseases. 
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One of the components 
of the UN special 
initiative for African 
economic recovery arui 
devebpment deals with 
health sector reform and 
disease control. 



demonstrated by a cost-effective low 
earth -orb it satellite project in Zambia 
for electronic mail (e-mail) and access 
to intemcitiontil datti bases (Internet). 
Access to expert knowledge to assist 
medical decision-making is another key 
area of computer support. Tdemedicine 
allows field workers to obtain advice 
directly from an expert and to use re- 
motely and centrally placed diagnostic 
equipment (see Box 18). Epidemiologi- 
cal surveillance is probably the field 
where the greatest use is made of com- 
puters- 

Wf lO has collaborated with many 
countries including^ over the past year, 
Kuwait, Nigeria, South Africa and the 
Syrian Arab Republic, in introducing or 
strengthening informatics and 
telematics to support health care. The 
network of WI lO collaborating centres 
on health iufonnatics, even though rela- 
rively small, contributes significantly to 
technology evaluation, training and 
transfer of experience. WHO also con- 
tributes to several technical groups and 
consultations aimed at setting interna- 
tional standards for the use of 
informatics and telematics m health 
care within a country and between 
countries. 

Coordmation 

WHO seeks active collaboration with 
other intergovernmental and nongov- 
ernmental organizations active in the 
health field. Every opportunity is taken 
to reinforce their contributions to 
health and to emphasize the importance 
of health as a component of national 
development. 

Within the framework of the United 
Notions system^ a special initiative for 
African ectmomic recovery and devel- 
opment has been launched. One of its 
components deals with health sector 
reform and disease control, particularly 
of malaria, cholera, diarrhoea, schisto- 
somiasis, dengue fever and filariasis 
through improved water supply and 
sanitation. 

The Economic and Social Council 
continued to debate and endorse action 
on many issues having a bearing on 



health, including progress in imple- 
menting the global AIDS strategy; con- 
trol of malaria, cholera and other 
diarrhoeal diseases; health hazards of 
smoking; migration; and humanitarian 
action. The Director-General of WHO 
drew the Council's attention to the 
Onchocerciasis Control Progranmie as 
an example of a health ini tiative that is 
bringing substantial social, political and 
economic rcturns. 

The United Nations regional com- 
missions have been strengthening col- 
laboration with other United Nations 
bodies, including WHO, for the benefit 
{)f Member countries. For its part, WHO 
has given the Economic and Social 
Commission for Asia and the Pacific 
technical guidance on disease eradica- 
tion in Asia and the Pacific, 

In October 1995, the Administra- 
tive Committee on Coordination (of 
which WHO is a member) agreed on a 
United Nations system- wide Special 
Initiative on Africa, to start early in 
1996. In order to be effective, health 
programmes must focus on acticm at 
country- level, and above all support the 
policies and programmes decided on by 
African countries themselves. The 
World Bank will play a leading role in 
resource mobilization for the initiative. 
Reform of basic health care systems, 
with particular attention to malaria con- 
trol, i.s among tlie priorities for resource 
mobilization, as well as water, sanitation 
and food security. 

Action plans have been prepared for 
implementing the recommendation^: of 
the Organizatum of African Unity on 
control of HIV/AIDS. Tlie fifth confer- 
ence of African Ministers of Health, 
held in Cairo with WHO support, gave 
priority to solving health problems c^f 
women, including HIV/AIDS, malaria 
and tuberculosis, within the context of 
family health. Agreement was reached 
with the Common Market for Eastern 
and Southern Africa to extend essen- 
tial drugs coverage to malaria, HIV/ 
AIDS and tuberculosis. 

In 1995, WHO issued an informa- 
tion document, The African Eamomic 
Communiiy: a framework for action by 
WHO. At the request of OAU, WHO 
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has provided assistance in the drafting 
of a health protocol which will become 
an integral part of the treat^^ establish- 
ing the African Economic Community. 

The health sector policy of the 
African Development Bank includes 
provision for preventicm and control of 
major diseases, immunization of chil' 
dren, vector control, and safe water sup- 
ply and sanitation, WHO is cooperating 
with the Asian Development Bank on 
tuberculosis control in Indonesia and 
the Philippmes. The Islamic Develop- 
ment Bank made available $90 000 for 
providing meningococcal meningitis 
vaccine to Burkina Faso, Mali and Niger 
under WHO auspices. 

WHO continued to work closely 
with nongovernmental organizations 
that are in official relations with it. 
Through a cc^mhination of hands-on 
support, fund-raising and advcxacy, they 
contributed to WHO*s efforts in such 
fields as control of leprosy and tubercu- 
losis, immunization, prevention of 
blindness and deafness, and water sup- 
ply and sanitation. In January 1995 the 
WHO Executive Board admitted four 
new organizations into official relations, 
bringing the total number to 181. This 
decision was based, atnong other crite- 
ria, on the performance of joint activi- 
ties. For example, the Inter-Africa 
Committee on Traditional Practice^) af- 
fecting the Health of Women and Chil- 
dreri contributed to the production of a 
WHO information kit on female geni- 
tal mutilation; the International Asso- 
ciation of Biologists Technicians to 
training courses in developing countries 
on derection of sexually transmitted dis- 
eases, tuberculosis and opportunistic 
diseases associated with AIDS and to 
courses on the maintenance of labora- 
tory equipment; the International Medi- 
cal Parliamentarians Organization to 
exchange of information on health poli- 
cies; and the International Women's 
Health Coalition to promotion of wom- 
en's perspectives in reproductive health 
research. 

An emergency task force was estab- 
lished on 1 January 1995 to give a 
sharper focus to WHO's emergency rC' 
lief programme y ensure optimal use of 



resources, and strengthen cooperation 
with other concerned organizations. 

The Organization, as a member of 
the Intet^gency Standing Committee, 
has been increasingly active in United 
Nations emergency and humanitarian 
activities, helping to prepare 13 consoli- 
dated interagency humanitarian assist- 
ance appeals. The Organization assisted 
in emergency relief efforts in 55 Mem- 
ber States, conducted emergency prepar- 
edness activities in 10 and was involved 
in safety promotion and injury control 
in 11. 

WHO's support for emergency pre- 
paredness focused on the estabhshment 
of country and regional programmes; the 
development of technical and norma- 
tive guidelines; and activities contrib- 
uting to the International Decade for 
Natural Disaster Reduction. 

WHO contributed to United Na- 
tions activities concerned with 
landmines and the impact of war on 
children, and set up demonstration 
projects as part {)f its safe community 
initiative. 

WHO provided support to Angola 
in formulating health policy and organ- 
izing health services for demobilized sol- 
diers and their families; to Burundi in 
coordinating emergency health assist- 
ance and organizing measures for con- 
trol of tuberculosis, sexually transmitted 
diseases including HIV infection, fever 
of unknown origin, malaria, cholera and 
dysentery; to Liberia in forming water 
and sanitation teams to combat cholera 
and providing urgently needed supplies 
for safe blood transfusion; and to Cape 
Verde and Mali in controlling malaria. 

Activities in Rwanda focused on the 
re- establishment of the national epide- 
miological surveillance system, HIV/ 
AIDS prevention and control through 
safe blood transfusion, control of water 
quality and restoring hospitiil and men- 
tal health services. In addition, a map- 
ping software was developed to allow the 
detection of trouble spots and monitor- 
ing of trends in communicable diseases. 

In Sierra Leone WHO helped to set 
up an early warning system on epidem- 
ics; supported a workshop on diarrhoeal 
disea.ses and acute respiratory infections; 



An emergency task force 
has been established to 
give a sharper focus to 
who's emergency 
relief programme. 
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WHO supported control 
of the acute phase of the 
epidemic of Ebola 
haemorrhagic fever in 
Kikwitj Zaire. 



and prcwideci supplies including labora- 
tory reagents to control an outbreak of 
cholera. 

Emergency activities in the United 
Republic of Tanzania initially centred 
on health assistance to the 700 000 refu- 
gees iToni Rwanda ;^nd Burundi, WHO 
is currently helping lo meet the needs 
of local residents whose health status is 
m>w inferior to that of the refugees. 

In the Kivu camps in Zaire which 
sheker 1.2 million refugees from 
Rwanda and Bunintli, activities are be^ 
ing reoriented to target assistance to the 
local population. WHO also supported 
laboratory services in G^jma and con- 
trol of the acute phase of the epidemic 
of Ebola haemorrha[?ic fever in Kikwit, 
Zaire. More than $3 million in cash and 
in kind were mobilized for the emer- 
gency. 

WHO assisted Iraq in procuring life- 
saving drugs and medical supplies tliat 
could not be imporred owing to short- 
ages of foreign exchange. Some $5.6 
million was used to support the nascent 
Palestinian health authority in late 1994 
and 1995. WHO took part with the 
health authorities. LINICEF and NGOs 
in a mass immunization campaign in 
Afghanistan, which has so far pn)tected 
2 million children and over 800 000 
women. 

WHO collaborated with the United 
Nations Disaster Assessment and C^oor- 
dination (UNDAC) in assessing needs 
following an earth ciuake in Indonesia 
and severe flooding in the Democratic 
People's Republic of Korea and the Lao 
People's Democratic Republic - where 
assistance was also given in mobilizing 
international suppon to control a chol- 
era outbreak. The Organization contin- 
ued to monitor the health situation 
following floods in Bangladesh, China 
and India. 

WHO'COordinated international 
health assistance to the countries of 
former Yug(^slavia fijcused on supply of 
medical equipment; operation of public 
health programmes; health and nutri- 
tion monitoring; rehabilitation; and re- 
construction of health facilities. 

In the Russian Federation, emer- 
gency support to Chechnya included 



coordination of international relief; tU' 
berculosis control; diagnosis and control 
of waterborne diseases including chol- 
era; immunization; and procurement of 
supplies for general hospitals. 

Following outbreaks of cholera in 
Albania and Ukraine, WHO provided 
medical equipment, laboratory^ materi- 
als and chlorinators, and gave courses 
in diagnosis and clinical management 
of the disease, and control of water qual- 
ity. 

Public infi)rmatum and promotional 
work was carried out in connection with 
major events during 1995, including: in 
March, the World Summit for Social 
Development in Copenhagen; on 7 
April, World Health Day on the theme 
of polio eradication; on 31 May, World 
No-Tobacco Day on the theme of the 
economics of tobacco; in September, the 
World Conference on Women in 
Beijing; and in October, the 50th anni- 
versary of the United Nations. 

In 1995, WHO produced 94 press 
releases, 8 feature stories, 1 S fact sheets, 
press kits and other material for the 
media. Eleven press conferences were 
organized on various issues such as the 
impact of the CFA franc devaluation 
on health, poliomyelitis eradication, 
tuberculosis and testing of nuclear weap- 
ons. Hundreds of telephone requests for 
interviews or infonnarion were handled 
during the year, with a ])eak during the 
Ebola fever outbreak. Arrangements 
were made to receive almost 10 000 visi- 
tors from 60 countries. 

WHO i.ssues a wide range of public 
cations, from guidelines tt) reports oi\ 
the latest biomedical research around 
the world (.see Box 17). A highlight of 
the year was the launching ot The World 
Health Report i995, which became a 
bestseller and won extensive coverage 
in the media. 

WHO translates a considerable vol- 
ume of material to meet priority health 
advocacy needs in various language and 
cultural settings. Texts are produced in 
WHO'S six official languages - Arabic, 
Chinese, English, French, Russian 
antl Spanish, The potential of new tech- 
nologies in referencing, terminology 
and translation is kept under con.stanL 
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review. Durint^ 1995 new agreements 
were prepared for the transljition and 
publicaTion in non -official languages of 
150 WHO titles and, as a result of ear- 
lier agree men rs, 95 published transla- 
tions were received from around the 
world. 

Sales of publications through the 
worldwide network of WHO ii gents ex- 
ceeded $8 million in the biennium 
1 994-1995. These sales help to support 
unpaid distribution mainly to institu- 
tions such as libraries, educational es- 
tablishments, hospitals, research 
institutes, documentation centres and 
professional associations where WHO 
books are available to all users. Arrange- 
ments with NGOs, training institutions 
and aid agencies also help to target dis- 
tribution to poorer countries. The reach 
of the 152 WHO depository libraries was 
exteiuled by a growing network of WHC^ 
public reference points - some 900 
libraries where cuniprchensive collec- 
tions of Wl lO publications arc available 
fof public cotisultation. 

The WHO library acts as a central 
purchasing agent for libraries worldwide. 
An arrangement for the international 
exchange of health literature provides 
for the free transfer of books and jour- 
nals among 214 libraries in 68 countries, 
while a WHO revolving fund allows 
developing countries to order material 
through WHO and to pay for it in their 
own currency. 

Bibliographic data in the WHOLIS 
database are available to all Member 
States in different forms: print 
(WHODOC). online, diskette, CD- 
ROM and Internet. WHO technical 
documents are also stored on optical 
disks frotn which CD-ROMs can be pro- 
duced on rec|uesr. 

The financial position of the Or- 
ganisation was significantly weakened 
by the shortfall in payment contribu- 
tions for 1994-1995 together with 
unfavourable exchange rate fluctua- 
tions, necessitating close monitoring of 
available fimds. A major redesign was 
undertaken of the computerized admin- 
istrative and financial infonnatiun sys- 
tem for regional offices, and a much 
improved system is to be introduced 
during 199rvl997. 



In response to this difficult financial 
situation, available resources are being 
prudently used for general administra^ 
tion, to ensure that services such as 
mailing and telecommunications are 
efficient, while still enabUng the Or- 
ganization to fulfil its mandate. A 
number of cost-saving and cost-avoid- 
ance measures have been identified, 
including elimination of some services 
and replacement of others by new tech- 
nologies such as optical scanning for 
records management. 

Although the workload of WHO^s 
supply services was heavier thiui ever 
during 1995, the relocation of some ac- 
tivities outside the Organization and 
restnicturing of others made it possible 
to maintain high-quality performance 
despite staff reductions. Responding to 
emergencies such as the outbreaks of 
Ebola fever in Zaire and plague in India 
put further pressure on the Organiza- 
tions resources* An initial supply of 
antileprosy products worth $10 million 
was procured for 24 counrries worldwide, 
together with substantial vaccines 
and other supplies for poliomyelitis 
eradication. 

The main thrust of WHO's person- 
nel work during the year was in respond- 
ing to the funding shortfall which 
necessitated die abolition of over 300 
posts in headquarters and regional of- 
fices and asuKstantial reorientation and 
restructuring of WHO's programmes to 
address pTi(^rity health concerns. In spite 
of a reduction of recruitment due to the 
budget cuts, emphasis continued to be 
given to increasing the proporti(m of 
women in professicDnal and higher- 
graded posts and to recruitment from 
unrepresented and underrepresented 
countries through active prospcction. 

Regional highlights 

A characteristic feature of WI lO is its 
decentralizatiim. It has "regional organi- 
zations", of which there are six, each 
consistitig of a regional committee and 
a regional office. The regions vary 
widely in size, scKiocconomic develop- 
ment, epidemiological characteristics, 
culture and history. Highlights are pre- 
sented in the following pages. 



An initial supply of 
antileprosy products 
worth $10 milUan was 
procured for 24 countries 
worldwide, together with 
substantial vaccine and 
other supplies far 
poliomyelitis eradication. 
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Africa 



In Africa, the main causes of illness and 
Jeath of children who survive the 
neonatal period inchjde acute respira- 
tory infections, diarrhoea, malaria and 
measles, alone and in combinations, 
against a background of protein-energy 
and micronutricnt malnutrition. For 
women they include complications con- 
nected with childbirth- For both men 
and women they include communica- 
ble diseases such as malaria, tuberculo- 
sis and HIV/'AIDS, as well as injuries. 

These causes, which often are aggra- 
vated by the impact of emergencies and 
disasters such as armed conflict, drought 
and famine, in turn are linked to inad- 
equate access to primary and secondary 
education, sate water and sanitation, 
safe and nutritious food, essential drugs, 
and family planning. In some countries, 
this poverty is further complicated by 
societal and economic factors, includ- 
ing the low status of women and other 
vulnerable groups, inequity in the dis- 
tribution of the benefits of economic 
growrb, undertundint^ of the health sec- 
tor, and the impact of a deteriorating 
economy and various structural adjust- 
ment programmes on the scx:ial sector. 

Implementation of activities is 
guided by the quest for efficiency in or- 
der to make savings for cooperation ac- 
tivities with countries. To that end, 
stringent budgetary management meas- 
ures have been introduced in the Re- 



GflP per capita 

• Regional average (1993) $621 
nnininnum: Mozambique S90 
maxinnum: Seyctielles $6 280 

• Annual average growtti rate (1980-1993) 
mininnum: Cotsd'lvoire -4.6% 
maximum: Botswana 5.2% 



gional Office, Similarly, measures are 
being introduced at all levels of execu- 
tion of the regional programme in order 
to contain costs. The savings thus real- 
ized have been allocated to the coun- 
tries hardest hit by the socioeconomic 
upheavals and natural or man- made 
emergency situations which are affect- 
ing a growing number of countries in the 
Region. WHO has set up an emergency 
management mechanism to provide a 
coherent and effective response. ( Com- 
munication within the Region has been 
greatly improved. A satellite system has 
been installed to facilitate telephone 
contacts and e-mail is in use and will bo 
extended to as many countries in the 
Region as possible. 

Twelve countries have prcjbably 
eliminated or are about to eliminate 
neonatal tetanus. This has resulted from 
the significant increase in the vaccina- 
tion of women of childbearing age with 
tetanus toxoid and from improved epi- 
demiological surveillance, 0)untries 
have adopted the approach of identify- 
ing the districts at risk through active 
surveillance. 

Eleven countries have reported no 
cases of poliomyelitis, at least during the 
period 1993-1994; four neighbouring 
countries in southern Africa have be- 
come the first potential poliomyelitis- 
free zone (BcHswana, Les()tho, South 
Africa and Swaziland). In seven other 
countries, the incidence has been sig- 
nificantly reduced. In all the countries, 
emphasis has been placed on increasing 
vaccination coverage, strengthening 
surveillance and ensuring a fa.st and de- 
cisive response to epidemic outbreaks of 
p{)liomyelitis. 
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In 1994, only fourcounrrics met the 
90% target Fixed for measles vaccination 
covenige (Cape Vcrdc, Malawi, Mciuri- 
tius and SLychelles); five other coantrias 
reached a coverage of at least 80%. 
However, many epidemic outbreaks 
have been reported, surveilhince is too 
often inadequate and the containment 
of the^e epidemics insufficient. 

In the face of the increasing inci- 
dence of tuberculosis, the countries of 
the Region hnve given priority to 
strength eninj^ national control pro- 
grammes, specifically by promoting 
short-course chemotherapy. Of the 34 
national programmes for which infomia- 
tior\ is available, 27 have a central tu- 
berculosis control unit, 11 are providing 
short-course treatment for all patients, 
and 19 are providing it for 50% of pa- 
tients. However, there has not been full 
compliance with treatment protocols, A 
numlx r of countries are concerned by 
difficulties in ensuring a regular supply 
of anti-tuberculosis drugs. 

There has been significant progress 
in the treatment of leprosy with 
multidrug therapy, the coverage of 
which increased from 7% in 1987 to 
27% in 1990 and 63% in 1993. The use 
of multidrug thempy ha> led to a reduc- 
tion in the prevalence of the disease 
from about 483 COO cases in I99C to 
about 1 59 000 in 1 993. These results are 
encouraging and promising for the 
achievement of the target of reducing 
the prevalence of leprosy to less than 
one case per 10 000 people by the year 
2000. 

The malaria control programme was 
given high priority in most countries at 
risk. Twenty-five countries have organ- 
ized training for national officials, and 
especially district health workers, in new 
strategies based on the correct manage- 
ment of malaria. The countries put spe- 



cial effort into programme management: 
operational targets have been defined in 
many countries, and indicators ft)r con- 
tinuous surveillance and evaluation 
have been taken mto account in their 
information systems. Rut some difficul- 
ties are being encountered in the implc' 
mentation of certain components of the 
regional malaria control strategy, par- 
ticularly ensuring the availability and 
accessibility of insecticide-impregnated 
materials, and maintaining surveillance 
of Plasmodium falciparum resistance to 
antimalarial drugs. 

Two major initiatives took place in 
cooperation with countries: promotion 
of the quality of care in health care de- 
livery facilities and ser\'ices in the Re- 
gion and promotion of action aimed at 
wider accessibility of essential drugs. A 
partnership for sharing expertise and 
cooperation in the area of health sector 
reform was established among 10 coun- 
tries in southern Africa, A meeting was 
held in the United Republic of Tanza- 
nia to identify ways in which health re- 
search on such topics as user charge 
exemption mechanisms can support the 
reform process m sub-Saharan Africa- 
Steps are being taken to put into 
place a .system of support to countries 
in order to facilitate tlie purchase of ge- 
neric drugs and ensure the widest possi- 
ble accessibility to them. This will 
encourage the sctting'up of sustainable 
communit\' cost- recovery mechanisms 
for the delivery of good-quality care. 

A meeting in 1995 of the African 
network of public health training and 
research institutions focused on defin- 
ing the concept of "the new public 
health" adapted to the cultural, epide- 
miological and socioeconomic context 
of the Region, Tlie results obtained will 
undoubtedly have an impact on prac- 
tice, training and research in public 



health in Africa. An inventory of cen- 
tres of excellence is being drawn up with 
a view to increasing the number of col- 
laborating centres. 

Under the new Africa 2000 initia- 
tive for expanding water supply and 
sanitation services through partnership 
between countries, atjencies and NCjOs, 
national consultations to ptepare strat- 
egics and action plans w^ere held in 1 4 
countries, and demonstration projects to 
promote new concepts of hygiene edu- 
cation, low'cost sanitation, and opera- 
tion and maintenance were launched in 
1 2 countries. 

Tlie Regional Office is supporting 
governments in coordinating in a sus- 
tained manner health inputs from mul- 
tilatetal, bilateral and nongovernmental 
organizations. Projects have been 
funded by other agencies such as the 
World Bank and the African Develop- 
ment Bank. Quality assurance is a ma- 
jor area of support, as is technology 
transfer to strengthen local production 
facilities. 

Integrated disease control - espe- 
cially the attainment of eradication, 
elimination and control targets — thus 
continues to be a major concern of the 
Region. Promotit)n of the quality of care 
and its accessibility for the most disad- 
vantaged are among the operational pri- 
orities for the coming years. In health 
promotion and protection, guidelines 
are aimed at identifying problems and 
needs that can be resolved or met from 
available res(nirces and at giving prior- 
ity to interventions likely to produce 
observable results. 
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The Americas 

The cc^untriesof the Region are experi- 
encing changes in the profiles of their 
population and the health problems 
they confront. Almost all have shown 
dechnes in infant and childhood mor- 
tality and increases in life expectancy 
at birtli, primarily as a result of the con- 
trol of infectious diseases in the early 
years of life. As populations have aged 
and become concentrated m large ur- 
ban areas, chronic and degenerative dis- 
eases, particularly cardiovascular disease 
and cancer, have become more impor- 
tant as causes of morbidity and mortal- 
ity. The countries that have reduced 
early mortality the most and have 
achieved the lowest birth rates have the 
highest incidence of chronic diseases. At 
the other end of the spectrum are those 
countries that still have high infant and 
child mortality, primarily from diarrhoea 
and acute respiratory illness. 

1995 marked the fourth year with- 
out poliomyelitis in the Region. The 
success of polio eradication in the 
Americas can be atrribiired to several 
factors, including high-level political 
commitment, dedicated community- par- 
ticipatioii, .social mobilization, a remark- 
able degree of solidarity among all the 
peoples of the Region, and the strong 
and steadfast collaboration of agencies 
and organizations working towards the 
same goaL The goal was reached by 
means of strategies that included mass 
immunization campaigns aimed at at- 
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taining coverage levels above 80%; re- 
inforced surveillance of all cases of acute 
flaccid paralysis; a network of laborato- 
ries working together to analyse samples; 
case-finding, follow-up, and sample 
gathering by epidemiologists; and ccm- 
stant monitoring of key .surv^eillance in- 
dicators. The "polio model" haa come 
to be viewed as the archetype for 
successfully combating other disease 
problems. 

Infectious diseases are still the ma- 
jor cause of morbidity and mortality in 
the Region, and they account for most 
of the demand on the health ser\'ices. 
Moreover, the risk of new or re-emerg- 
ing infectious diseases looms large. 
Some - such as cholera - had not been 
active for decades, but humbled the 
health services by returning to the Re- 
gion. The resurgence of these diseases 
is due to several factors, such as human 
incursions into wilderness areas and, 
more significantly, to the deterioration 
of basic water and sanitation services 
and overcrowding in urban areas. In Ec- 
uador, Mexico, Peru and some countries 
of Central America, a seasonal pattern 
of cholera seems to have emerged, sug- 
gesting that the infection has become 
endemic. In 1995, the Organization 
mobilized approximately $1.7 million 
from the international community tind 
the Inter- American Development Bank 
technical cooperation agreement for 
investment in improved water and sani- 
tation systems, epidemiological surveil- 
lance, proper case management, 
laboratory- diagnosis, social communica' 
tion strategies and sate f.Kxl handling. 
All these factors, combined with exten- 
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sive health education efforts, have con- 
cribuieJ tn maintaining case fatality 
rates under 1 

E)engue also has become widespread 
in many tropical Cinintnes, and iLs more 
lethal form, dengue hacmorrhagic fever, 
appears to have become endemic in 
some. Training was provided in the 
clinical diagnosis and trearmcnt of den- 
gue haemorrhagic fever (9 countries), 
vector conrn^l (3 countries), social par- 
ticipation and laboratory diagnosis. A 
proficiency programme for lahoratory 
diagnosis of dengue has been carried out 
since 1993, involving over 25 laborato- 
ries. Efforts arc being made to develop 
selt'sufficiency in the production of den- 
gue reMgents in Central America. A 
technical task force was established to 
study the fcasibihty and timehncss of 
drawing up a hemispheric plan for the 
eradication of Aedcs aegypti as an effec- 
tive means of controllmg dengue and 
urban yellow fever in the Americas- 
Tuberculosis remains a serious prob- 
lem in the Region - it is present in every 
country\ despite the fact that effective 
drugs and a cost-effective tuberculosis 
control strategy exist. Controlling this 
disease presents a tremendous challenge 
especi^dIy in view of the synergistic re- 
lationship between tuberculosis and 
HIV infection. 

The pattern of HIV transmission in 
the Americas is changing and the epi- 
demic is rapidly spreading to hetero- 
sexual populations, with new infections 
occurring primarily among those 15 to 
15 years old. In addition, HIV infection 
is increasingly associated with poverty 
and lack of access to basic health and 
education services. Through partner- 
ships with the governments of Canada, 
France, Germany, the Nordic countries, 
and Spain, \(/[\0 mobilized almost 
$2 million for activities crucial to the 



prevention and contri^l of the AIDS 
epidemic in the Region, and its conse- 
quences. 

Morbidity and case fatality in the 
epidemic of plague in Peru have been 
significantly reduced, mainly as a result 
of the efficiency of coordmated acticm 
at the community level, and of techni- 
cal cooperation. During 1 995, a ccmtri' 
bution of $680 000 was obtained from 
the European Community Human irar- 
ian Office to strengthen prevention and 
control activities. 

Although the greatest triumphs in 
the control of childliood infections have 
been achieved through itmnunization 
programmes, better living conditions 
and nutrition can be credited in part for 
contmucd iruprovcmcnts in traditional 
maternal and child health indicators. 
Despite these successes, nearly 350 000 
chddren in Latin America and the 
Caribbean die every year before their 
first birthday for preventable reasons 
tied to poverr^\ a loss that roughly trans- 
lates to the deaths of two children every 
three minutes. 

Diarrhoeal diseases rank among the 
five leading causes of death in infants 
under 1 year old, and are the most fre- 
quent single cause of death among chil- 
dren between 1 and 4 years old in many 
countries of the Region. Moreover, these 
diseases are major determinants of 
growth retardation and malnutrition, 
helping to sustain the cycle of disease. 
Diarrhoeal diseases are thus one of the 
health problems that most affect cliil- 
drcn in the .Americas. 

Largely as a result of the pressures 
exerted to restructure their debt in the 
late 1980s, the vast majority of the coun- 
tries of the Region engaged in reform 
processes that included the health sec- 
tor. Well over half of them report some 
reform efforts, including the develop- 



ment of national health plans, decen- 
tralization, enhancing the delivery of 
services at the local level, and generally, 
efforts aimed at improving the accessi- 
bility, coverage and efficiency of the 
health services. In order for decentrali- 
zation to be succes,sful, the health serv- 
ices at the provincial and nmnicipal 
levels must have adequately trained staff 
who can carry out the critical technical 
and managerial tasks to ensure efficient 
service delivery. 

Poverty, as an expression of social 
inequity, is the underlying cause of most 
of the morbidity and mortality hi the 
Region. The restrictions placed on pub- 
lic spending during the 1980s have cur- 
tailed social investments, with dire 
consequences for the already di.sadvan- 
tagcd. Although the vast inequality in 
income distribution registered during 
the past decade was mitigated or re- 
versed in some countries in the early 
1990s, poverty levels in mosr countries 
are srill higher than they were in the 
1970s. 

Throughout the 1990s, there has 
been a growing understandmg of the 
interdependence of the factors that con- 
tribute to human well-being and of the 
power of integrated approaches to im- 
prove the health status of the popula- 
tion. Member States of the Region 
increasingly acknowledge that the 
health sector*s boundaries must stretch 
if countries arc to effectively address 
conditions such as poverty, inequality, 
marginal ization, and gender-based dis- 
crimination, which lead to gross ineq- 
uities in health and health care. 
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Eastern Mediterranean 

Despite some favourable changes in 
the political situation in the Region 
(such j-is the settling of the problem in 
Lebanon and the evolution of a unified 
Yemen), die re were also significant set- 
hiicb. Repercu-ssions of the 19904991 
Gulf War still affect a number of coun- 
triefri, due to massive population move' 
ments, huge expenditures and a drop in 
revenues. In war-affected areas, lack of 
funds, food, drugs and other supplies, of 
security and the concomitant difficuh 
tics in implementing health pro- 
grammes, all add to the suffering of 
people. 

timerglng diseases have been a 
focus of many activities in the Region. 
In view of the spread of viral hepatitis, 
brucellosis, leishmaniasis and haemor- 
rhagic fevers, and other examples of 
resurgences (such as tuberculosis), a re- 
gional conference was held in Novem^ 
ber 1995 to build up regional and 
national control efforts. The conference 
endorsed a regional plan emphasising 
various elements of surveillance and re- 
sponse tt) the emergence and resurgence 
of communicable diseases, L^articular 
attention was paid to viral hepatitis, es- 
pecially type C which has very high 
prevalence rales in some countries. The 
first in a series of regional workshops for 
training of trainers in communicable 
disease surveillance and epidemic pre- 
paredness and response was held. 



OI^F pef capita 

• Regional average (1993) $1 029 
minimum; Somalia S170 
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Efforts to eradicate poliomyelitis are 
progressing well in most Member States 
with 1 1 countries reporting zero cases, 
although there are problem areas in 
countries suffering from civil strife. The 
number of cases decreased significantly 
during 1994 and the first part of 1995. 
National immunization days were im- 
plemented in 19 countries during 1995. 
Laboratory- based surveillance has im- 
proved, and durii\g 1994, 74% of re- 
ported cases of acute flaccid paralysis 
were investigated in laboratories. Na- 
tional committees for certification of 
poliomyelitis eradication have been es- 
tablished in many countries, and the 
regional commission on poliomyelitis 
eradication held its first meeting in Sep- 
tember 1995. 

Concern continues m the Region 
about the deteriorating malaria situation 
in Afghanistan, Djibouti, Somalia and 
Sudan. Efforts are being made to sup- 
port these countries and to maintain 
control of the malaria epidemic in 
northern Iraq. WHO collaborated with 
national authorities to reorient national 
programmes and bring them into line 
with the global strategy for malaria con- 
trol, particularly in relation to making 
judicious use of insecticides, developing 
a system for monitoring drug sensitiv- 
ity, enhancing epidemic preparedness, 
and achieving self-sufficiency in the sup- 
ply of drugs and insecticides and impreg- 
nated materials through promotion of 
local production. Progress was made in 
maintaining the malaria-free status in 
eight countries, and en.suring the non- 
proliferation or reduction of residual foci 
in two more. WHO also collaborates in 
ensuring that there is no shortage of 



m 



WHO'S COHTRIBtJTIONS TO WOULD H£ALTH 



Selected heM-hf-all (HFA) indicotofs 


limcge 


\9iifi 




1995 








m 
^ets 


whktitim ^otmtth 


Life expectancy at birth (years) 


55 


7A 


40 


63 


11 


44 


65 


78 


46 


>60 


5 


Infant mortality rate (per 1 000 live births) 


113 


183 


18 


71 


159 


8 


62 


150 


7 


<50 


10 


Under-5 mortality rate (per 1 000 live births) 


160 


280 


21 


98 


251 


9 


86 


228 


7 


<70 


9 



drugs. Local production of chloroquine 
was started in Sudan with WHO sup- 
port. Two training centres for malaria 
Started functioning in 1995 in Sudan 
and the Islamic Republic of Iran. WHO 
supported local production of impreg- 
nated bednets which have proved to be 
effective in eliminating disease vectors, 
and local iiianufacrure of antimalarial 
drugs through securing for countries the 
raw materials needed. 

Eradication of dracunculiasis was 
successful in Pakistan. No cases have 
been reported since October 1993. In 
Sudan and Yemen the disease still ex- 
ists, but eradication efforts were much 
improved. Surveillance activities and 
control measures are being boosted in 
close collaboration with all agencies 
concerned. 

National leprosy control pro- 
grammes were updated and supported by 
the provision of drugs and teaching/ 
learning materials. Member States of the 
Region reaffirmed their ctmimitmcnt to 
achieving the target of the elimination 
of leprosy as a public health problem by 
the year 2000. 

Plans and strategies for health and 
the environment were prepared or are 
under way in 1 7 countricj? of the Region, 
and the concept of healthy cities and 
healthy villages was accepted and pro- 
moted in various countries with WHO 
support^ Several international funding 
agencies such as UNICEF have made 
health promotion an integral part of 
their support to a new health strategy, 
A major activity in the Eastern Medi- 
terranean was a meeting on health pro- 
motion for supportive environments 
with special focus on healthy cities, held 
in Bahrain in September 1995. 

During its 10 years cf existence, the 
Centre for Environmental Health 



Activities (CEHA) has proved to be a 
viable addition to the Region's environ- 
mental health programme, serving as its 
technical arm and information ex- 
change unit. In addition to supporting 
health, CEHA*s Regional Environmen- 
tal Health Information Network 
(CEHANET) continues to expand its 
information services to Member States, 
and to strengthen their national net- 
w(^rking capabilities, drawing up plans 
according to the priority needs of Mem- 
ber States and implementing them in 
close collaboration with concerned na- 
tional and international organizations. 

Human resources development is at 
the core of implementation of national 
programmes. A WHO manual on hu- 
man resources policy analysis was pre- 
pared and tested in three countries. The 
use of national languages, particularly 
Arabic, in medical and paramedical edu- 
cation is accorded priority, and WHO 
has supported the preparation of text- 
btX)Ls in these languages for use by train- 
ing institutions. The Regional Office 
extended technical support to national 
authorities in their efforts to increase the 
number of nursing training institutions, 
and in reviewing and updating curricula 
and developing clinical nursing modules 
and practice. 

Several Eastern Mediterranean 
countries are attemptmg to restructure 
their health care financing systems. A 
regional programme on health care eco- 
nomics and financing has been estab- 
lished togethct with a computerized 
regional health dfitabasc to support 
health management. Egypt, Pakistan 
and Yemen have addressed the problem 
of health sector reform in a pragmatic 
manner, setting up special accounts for 
the development and support of na- 
tional regulatory authorities. 



The basic minimum needs/quality of 
life concept has expanded among and 
within countries of the Region. At 
present, 12 countries have embarked on 
basic minimum needs (BMN) pro- 
grammes, albeit at different rates. 

Projects to extend health laboratory 
services in support of primary health 
care were completed in many countries 
of the Region. To upgrade quality assur- 
ance, follow-up continued at regional 
and country levels in line with national 
and regional plans formulated in previ- 
ous years, with emphasis on laboratory 
management. The Regional Office has 
issued several manuals on blood trans- 
fusion, which are being used by coun- 
tries to ensure the provision of safe blood 
and blood products. 

National lists of essential drugs were 
adopted by many countries. Local drug 
production was encouraged and the Re- 
gion initiated a programme for provid- 
ing raw materials for local manufacture 
of drugs, instead of importing finished 
products (e.g. production of chloroquine 
tablets in Sudan, already mentioned). 

Countries of the Region believe that 
it is time to recall that ethical values in 
medical practice need to be reinforced 
in todayls world where mostly technical 
and economic considerations prevail. 
There is already an impetus in the Re- 
gion to develop a code of health ethics, 
and interested parties from other areas 
of the world w^ill be encouraged to par- 
ticipate in its formulation. 
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Europe 

A wave of change has broken over the 
Eijre)peati Region during the pasr few 
years, transforming the social, political 
•and economic landscape. The most im- 
portant feature of this landscape for 
health is the deep and widening gap 
between the eastern and western parts 
of the Region. Nevertheless, WI lO s re- 
cent work shows that the regional policy 
for health for all, with its 38 targets, of- 
fers the best way to meet the health 
challenges of both the old Europe and 
the new. 

The policy^s enduring value lies in 
its comprehensive approach to health, 
its firm fundamental principles, and the 
flexibility of their application. This 
means that the Regional Office pursues 
a wide variety of goals in all areas rel- 
evant to health - mcluding disease pre- 
vention, lifestyles, the environment and 
health services - with any combination 
of methods and partners that suits the 
circumstances. 

In order to meet the challenge of the 
growing gap in health status between 
east and west, the Regional Office, 
through the EUROHEALTH pro- 
gramme, now directs two-thirds of its 
resources to the countries of central and 
eastern Europe and the newly independ' 
ent States. The EUROHEALTH pro- 
gramme with its six priority areas 
(health policies; health care reform; 
women's and children's health; infec- 
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tious diseases; noncommunicable dis- 
eases; the promotitni of better health; 
and environmental health ) is seen iis the 
major tool for focusing support to d\ose 
countries in the Region in grcarcsr need. 

The Region is experiencing an 
alarming resurgence o( infectious dis- 
eases. Epidemics of diphtheria and po- 
liomyelitis constitute a major health 
threat, mainly in the newly independ- 
ent States, A diphtheria epidemic 
(which originated in the Russian Fed- 
eration and Ukraine in the early 1990s) 
rose sharply to 50 000 cases and was 
present in all those States by 1995, af-^ 
fecting both adults and children. A re- 
view of the status of the epidemic in 
1994 made it clear that a hitherto un- 
expected level of help was needed if it 
was to be brought under control. By vir- 
tue of the Kyoto Declaration of 1994 a 
consortium was created to support im- 
munization programmes in the newly 
independent States. By acting as the 
main technical coordinator and secre- 
tariat for the cotisortium partners 
(UNICEF, Rotary International, the 
International Federation of Red Cross 
and Red Crescent Societies, the Gov- 
ernment of Japan, the Government of 
the United States of America, the Eu- 
ropean Union and others) the Regional 
Office has been instrumental in launch- 
ing a consolidated response. 

Together with the Eastern Mediter- 
ranean Region, a huge campaign was 
launched (operation MECACAR) to 
provide simultaneous poliomyelitis vaC' 
cination in 18 countries of the two Re^ 
gions. Two rounds of vaccination have 
been completed, with highly satisfactory 
results as regards both coverage and ini- 



WHO'S CONTRIBVimS TO WORLD H£MTN 



Sefe(fe(/ hBQith-fcf'Qil itifA) indicotof^s 




]9S0 






199S 






7000 






Vo. rftoW^te/ei 
wkhlimmtmih 


Life expectancy at birth (years) 


71 


77 


61 


73 


79 


66 


73 


79 


68 


>60 


0 


Infant mortalit/ rate (per 1 000 live birtfis) 


33 


111 


7 


22 


58 


5 


19 


48 


5 


<50 


2 


Under-5 mortality rate (per 1 000 live births) 


35 


119 


9 


26 


68 


4 


24 


60 


4 


<70 


0 



pace on transmission. This major col- 
lahorarive effort during the previous 12 
months was related to the goal of poUo- 
myelitis en^dication and was carried our 
with LNICEF, Rotary International, the 
United Stares Agency for International 
Development and the United States 
Centers for Disease Control and Preven- 
tion, as major partners. 

The political and economic trans- 
fonnation of the countries of central and 
eastern Europe and of the newly inde- 
pendent Srates contributed to the gap 
in health status. While these countries 
are searching for new ways to manage 
and finance their health care systems in 
order to provide better care, the health 
care ser\'ices are hit by inflation, reces- 
sion, high unemployment and scarcity 
of vital materials. All these cortcoinitant 
aspects have increased the pressure for 
rapid lar^e-scale changes. 

It is hoped that the WHO ministe- 
rial conference on health care reform to 
be held in Ljubljana in 1996 will mobi- 
lize the political will and awareness re- 
quired for supporting changes in Europe 
in general and the newly independent 
States in particular. Information ex- 
change on aspects of health care reform 
is tiiking place through the central Asian 
republics' network on health care fi- 
nancing and management (CARNET) 
and MIDNET, which serves the same 
purpose for the countries of central and 
eastern Europe. The Regional Office 
continues its cooperation with 
Kyrgyzstan and Turkmenistan, which 
aims at designing national plans for 
health care reform and at empowering 
the national authorities to carry them 
out. 

The Second European Conference 
on Environment and Health (Helsinki, 
1994) turned out to be a major stimulus 
for development. One of its outcomes 



was the establishment of a permanent 
mechanism for cooperation in environ- 
ment and health in Europe between all 
major organizations dealing with this 
issue - the European Envirtmment and 
Health Committee which met for the 
first time in March 1995. 

Another outcome of the Conference 
was the commitment that ministers of 
health and ministers of the environment 
would jointly produce national environ- 
mental health action plans. This work 
is now under way in six countries, and 
has already resulted in closer coopera- 
tion between the two sectors. 

Although the c(mflict in the coun- 
tries of the former Yugoslavia has ceased, 
it has not been possible to scale down, 
much less abandon the Regional OtTice's 
large-scale operations in this area. Do- 
nor support has steadily unproved, 
which has facilitated better long-term 
plaiining from which the operations in 
Bosnia and I lerzegovina have greatly 
benefited. Limited assistance has also 
been given to Tajikistan and the Cau- 
casus countries. 

Reviews u{ the Regional Office's 
work in the countries of the former 
Yugoslavia have led to a number of prag- 
matic managerial and administrative 
refonns regarding the manner in which 
the field operations are carried out. 
I lowever, as a global task force has been 
established to look at die administrative 
aspects of WHO's humanitarian assist- 
ance programme at global, regional and 
country levels, the Regional Office will 
await completion of this work before 
drawing up detailed regional guidelines. 

The Regional Office has been wid- 
ening its network of intematicmal part- 
ners, including United Nations bodies, 
the European Union, governments and 
their agencies, and hundreds of 
nt)ngovernmental organizations. 



hi 1995 , a particular effort was made 
to strengthen partnership with the 
World Bank. In addition to the Bank's 
participation in the European Environ- 
ment and Health Committee, it also 
takes part in a health care reform project 
in Kyrgyzstan, and will fund a public 
health advisory project in Hungary. 
Plans are in the making for cooperation 
in Bulgaria, Poland, Romania and the 
Former Yugoslav Republic of Macedo- 
nia ► 

As regj^rds cooperation with the 
Coumiission and the Councd of Europe, 
the project on "health-promoting 
schools" continued and expanded dur- 
ing the past 1 2 months to more than 45C 
schools in 34 countries; in addition, 
2 000 schools are linked to the project 
through national and subnational ar- 
rangements. Cooperation with the 
Commissicm was particularly close in 
the field of information, where the Re- 
gional Office produced for the Commis- 
sion a special review of the health status 
in 12 European countries, was con- 
tracted to produce "country highlights*' 
for each of the European Union Mem- 
ber states, and is assisting the Commis- 
sion in demonstrating the feasibility of 
electronic exchange ui iriformation on 
communicable diseases and vital statis- 
tics among the ''G-7" countries. 

Cooperation with UNICEF in- 
creased considerably through the 
MECACAR polif^myelitis project, the 
diphtheria project, the joint support for 
vaccination in newly independent 
States, the maternal and child health 
project for central Asian republics, and 
cooperation in humanitarian assistance 
projects. 
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South'East Asia 

South-East Asia is a populous and het- 
erogeneous Region, with complex and 
varied socioeconomic c4>nditions. Most 
countries depend on agriculture but are 
increa;jin^ly turning to industrialization. 
Illiteracy, poverty and malnutrition are 
widespread. Although adult literacy 
rates in general have improved over the 
last few decades, female literacy is still 
below 40% in some countries. During 
1995 alone» natural disasters cost hun- 
dreds of lives and caused economic losses 
estimated at more than $20 billion. 

The main change in the morbidity 
and mortality pattern during the last ten 
years is due to a decline of polio, 
neonatal tetanus and other vaccine-prc- 
ventable diseases, as well as to the de- 
clining incidence and prevalence of 
leprosy. In respect of diarrhoeal diseases 
and acute respiratory infections, in- 
creased access to oral rehydration 
therapy and standardized case manage- 
ment of childhood diseases at health 
facilities have led to declines in mortal- 
ity, albeit to a lesser extent. 

The successes of the Expanded Pro- 
gramme on Immunization are relatively 
easy to quantify. Since the beginning of 
the programme, the immunization rate 
for all children in the Region has been 
maintained at 80% or above, while 
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immunization coverage of tetanus tox- 
oid among pregnant women was esti- 
mated to be 77%, the highest of all 
WHO regions. Between 1988 and 1994 
reported cases have declined substan- 
tially for polio (83%), neonatal tetanus 
(80%), diphtheria (77%) and pertussis 
(77%), In 1994, South-East Asia ac- 
counted for more than 60% of the 
worldwide reported cases of polio, and 
the responses of the Region's countries 
have been remarkable, with national 
immunization days conducted in 
Bangladesh. Bhutan, India, Indonesia, 
Sri Lanka and Thailand in 1994-1995. 

The number of rept)rted cases of 
dracunculiasis in India has fallen to 59 
in 1995 from a total of 371 in 1994; 
during the last two years the incidence 
of visceral leishmaniasis has also de^ 
clined. If the prevention and control 
programmes for dracunculiasis and leish- 
maniEisis are intensified, there is a real 
chance that they may be eradicated or 
brought to very low levels of incidence 
during the next few years. 

Tlie less optimistic side of the re- 
gional health situation is caused by the 
high incidence and prevalence of acute 
respiratory infections, diarrhoeal dis- 
eases, malnutrition and nutritional de- 
ficiency disorders, vector- home disea.ses 
(especially malaria) and tuberculosis. 
Despite an overall decline in the preva- 
lence of nutritional anaemia, a survey 
conducted in six countries of die Region 
indicates that more than 50% of women 
of childbearing age continue to be af- 
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fecred. Challenges for the future are the 
persistence of malaria and tuherculofsis; 
the resurgence of phigiie; the emergence 
of chronic noncominuniciihle diseases 
such as cardiovascular diseases, cancer 
and diabetes; the emergence of other 
infectious diseases such as dengue 
hacinorrhagic fever, Japanese encepha- 
Utis and cholera (El Tor); and the HIV/ 
AIDS pandemic. 

As part of the global malaiia con- 
trol strategy, WHO initiated a regional 
collaborative programme in South-East 
Asia oil drug-resistant malaria in bor- 
der areiis. A border meeting on malaria 
and visceral leishmaniasis, with partici- 
pants tronn Ranf^lfidcsh, Bhutan, India 
and Nepal, drew up a joint action plan 
to solve the common problems posed by 
these diseases. Similar border collabo- 
ration is being set up between Thailand 
and neighbouring countries. WHO pro- 
vided technical a^.-^istancc and logistics 
support for contnil measures in parts of 
India and Bangladesh affected by floods 
and epidemics of malaria. 

Dengue/dengue haernorrhagic fever 
is an important emerging health prob- 
lem in the Region. A significant 
achievement has been the development 
of a live attenuated tetravalent vaccine 
in Thailand. The vaccine has been 
found to be safe and immunogenic 
among adults and trials in children are 
proceeding. This is the first vaccine 
originating from a developing country. 

Though HIV/AIDS is becoming a 
serious problem, there have been a few 
notable successes in some countries. The 
100% condom use programme in Thai- 
land resulted in a reduction in the inci- 
dence of sexually transmitted diseases 
from 6-5 per 1 000 population in 1989 



to 2.1 in 1992, the lowest incidence re- 
corded during the last 20 years. HIV 
infection rates among young adults such 
as military recruits are now declining. 
Follow ing a peer education programme 
among sex workers in Calcutta (India) 
which started in 1992, the use of con- 
doms increased from 1% iii 1992 to 42% 
in 1993» resulting in a sharp decline in 
the prevalence of sexually transmitted 
diseases. 

Leprosy is an important public 
health problem in South-East Asia, ac- 
counting for 70% of the global registered 
cases. The nine endemic countries are 
implementing national plans for the 
elimination of leprosy as a public health 
problem by the year 2000, based on ex- 
pansion of multidrug therapy within the 
framework of primary health care. 

The epidemi{)logical transition (the 
changing pattern of mortality and mor- 
bidity in association with demographic 
changes) is in iLs early stage in Bangla' 
desh, Bhutan, most Indian states, 
Maldives, Myanmar and Nepal. It is 
more advanced in the Democratic Peo- 
ple's Republic of Korea, Sri Lanka, Thai- 
land and to some extent Indonesia, 
where the infective component is gradu- 
ally being replaced by noninfective and 
nuncommunicable conditions such as 
cardiova.scular diseases, cancer, congeni- 
tal anomalies, endocrine disorders and 
accidents. 

The quality and quantity of human 
resources for health need improvement 
in most countries of the Region. In some 
countries there are shortages of most 
categories of health personnel, while in 
others there are either sufficient or ex- 
cessive numbers of doctors, but short- 
ages in other categories. There is a 



general need to improve the distribution 
of health personnel, which at present is 
usually uneven, mostly with excesses in 
urban areas and shortages at the periph- 
ery. The quality of essential (basic) 
health personnel at the lower levels is 
especially uneven, both between and 
within countries, and needs urgent at- 
tention. 

Forecasts for the next five to ten 
years envisage morbidity and mortality 
burdens still dominated primarily by in- 
fectious diseases, with the beginning of 
a shift towards n on com muni cable 
chronic diseases in Bangladesh, Bhutan, 
most of the states of India, Maldives, 
Myanmar and Nepal, C^ardiovascular 
diseases, cancer, diabetes, other 
noncommunicable diseases and acci- 
dents will affect to a greater extent the 
more advanced countries of the Region 
which have achieved higher levels of life 
exptfctancy. The HlV/AlDS epidemic 
will be present throughout the Region. 
It may peak in India, Myanmar and 
Thailand, with potential to spread rap' 
idly in most other countries. 




Western Pacific 

Member States of the Western Pacific 
Region have responded to rhc call for 
global chaiifje by adopting he Regional 
Office's New horizons m hcakh as the 
principal instrument for change. Its con' 
cepts and approaches form part of 
policy-making and activity inipiemen- 
tation throughout the Region, both at 
country level and among groups of coun- 
tries. The approaches have lx?en the sub- 
ject of ctninintiiient at the highest 
political levels, as in the Ministerial 
Conference on Health for the Pacific 
Islands in March 1995, and they have 
been implemented ai functional man- 
agement levels. Tlie concept of ^'healthy 
islands'* fonns a framework for imple- 
mentation of this initiative in the Pa- 
cific. The Plan of Action for Intensified 
Malaria Control (1995-1996) being 
implemented in the Solomon Islands 
demonstrates at countPr level the type 
of active mulrisectoral response envis- 
aged. The Health Development Plan 
until the Year 2000 in the Lao People s 
Demixrratic Republic and the Seventh 
Malaysia Plan hav^e also incorporated 
significant elements of New horizons in 
health. It should be noted that Mongo- 
lia joined the Western Pacific Region 
in June 1995. 

The Regional Office has not only 
been responsive ro well-recognized 
problems, but alsti well prepared to re- 
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act quickly to resurgences of disease, or 
newly emerging problems, such as re- 
quests for cooperation in cholera con- 
trol or emergency requests related to 
other tirgent disease outbreaks or crisis 
situations. In 1995, an epidemic of den- 
gue haemorrhagic fever was reported in 
Cambodia. Responding to a call from 
the First Prime Minister WHO set up 
an emergency dengue control ream 
which moved quickly to work with the 
national c(mtrol programme. The Gov- 
ernment launched an integrated inter- 
vention campaign, with information 
dissemination, insecticide spraying, and 
larvicide distribution, supported by 
WHO, UNICEF and NGOs. 

WHO made a rapid response to a 
recent outbreak of diphtheria in Mon- 
golia, with rhe supply of vaccmc. The 
Regional Task Force on Cholera Con- 
trol also has demonstrated the value of 
a multidisciplinary approach to preven- 
tion and timely response to outbreaks. 

When intensified efforts to eradicate 
poliomyelitis be^an in 1990, there were 
nearly 6 000 reported case5 of poliomy- 
elitiii in the Region, fn 1996, the 
Region is practically polio-free. Provi- 
sionally as at March 1996, only 13 in- 
digenous wild poliovirus assiiciated cases 
were repwted in 1995, in the Mekong 
Delta region of Cambodia and Viet 
Nam, and one imported case in Yunnan, 
China. The wild poliovirus should be 
completely eradicated from the Region 
within the next two years- Tlte Regional 
Certification C^ommission will hold its 
first meeting in 1996, and the Region 
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will cncer the next stage lerjdin^ ro the 
eventual global certification of poliotny- 
elitis CTadioition. 

The main control strategy for ma- 
laria in the Western Taeifie is eiirly case 
detection and treatment, combii^ed with 
the use of pyrethroid' treated mosquito 
nets. Rotary international, with support 
from over 100 clubs from 15 districts, 
the majority in Australia and New Zea- 
land, is closely involved with the na- 
tional efforts in Vanuatu, supporting the 
eifective distribution cf impregnated 
mosquito nets. A new, short-term inten- 
sified plan of action is under way in the 
Solomon Islands, as part of the national 
antimalaria plan of operation for 1994- 
1998. The short-term plan combineii 
environmental measures such as open- 
ing up of river mouths and drainage, 
with health promc>tion m schools, and 
improvements in solid waste manage- 
ment, water supply and sanitation. 

who's interventions are countr^^- 
sensitive and issue -specific, as in the case 
of leprosy. The prevalence rate per 
10 000 population for the Rej^ion fell 
fn)m 1 .7 to 0.25 beuveen 1986 and 1994. 
Although technically this means that 
the Region as a whole has already 
reached the elimination target of a 
prevalence less than 1 case per 10 000, 
the reality is that there are still coun- 
tries, and areas within countries, wirh 
high endemicity, which the average fig- 
ure does not reflect. WHO's challenge 
has been to identify why these areas of 
high endemicity still remain, and to 
implemetit activities which will improve 
the simation. Tliis is being done through 
"special action projects for the elimina- 
ti(jn of leprosy-', in Yunnan province in 
China, and two high plateau provinces 
in Viet Nam. 



The regional strategy on health and 
environment focuses on urban health 
development.^iealthy cities and healthy 
islands and the integratitm of health- 
and'cnvironment aspects in decision- 
making for sustainable development. 

With regard to health systems re- 
form, a regional policy meeting in New 
Zealand recommended active exchange 
of information on reform measures be- 
tween countries. Pacific island countries 
have discussed common approaches to 
financing their health services, and in- 
surance schemes and decentralization of 
services have been reviewed in Cambo- 
dia, China, Lao Peoples Denu?cratic 
Republic, Philippmcs and Viet Nam, 

Profcssiotial and academic organiza- 
tions throughout the Region, such as 
medical schools and professional asso- 
ciations, have worked with each other 
and with W^HO iti the development of 
human resources for health. Postgradu- 
ate programmes specifically suited to 
Pacific island countries and areas have 
been developed, as advc.icated by the 
Yanuca Island Declaration. In (Cambo- 
dia, Lao People s Democratic Republic, 
Malaysia, Mongolia, Viet Nam, and Pa- 
cific island countries and areas, common 
approaches are being taken towards 
health workforce planning. 

High maternal mortality ratios per- 
sist in Cambodia, the Lao People's 
Democratic Republic, Papua New 
Guinea and Tuvalu, where rarios are still 
higher than the regional target of 300 
per 100 000 live births. However, the 
Regional Office is considering changing 
the target to 100 per 100 000 live births, 
m which case Mongolia, the Philip- 
pines, Solomon Islands, Vanuatu and 
Viet Nam can also be considered as tar- 
get countries for intensified action on 



maternal health issues. The infant mor- 
tality rate, similarly, is above the re- 
gional target of 5C pet I 000 live births 
in eight countries. Although infant 
mortality is below this level in all other 
countries ol die Region, concerted ac- 
tion with who's partners in this held, 
such as IJNFPA. is vital. 

Noncommunicable diseases (e.g. 
myocardial infarction, stroke, diabetes 
mellitiis and cancer) arc among the 
major causes of morbidity in most coun- 
tries of the Region. Tl\ey consume large 
amounts of the limited fluids avadable, 
and therefore WHO participation and 
support are required in preventive and 
curative activities at country level. Con- 
cern is growing ovtT the rapidly aging 
populati(m and related health needs, 
especially in terms of the cost associateii 
with the management of chronic ill- 
nesses, rehabilitation services and pal- 
liative care. 

Considerable success has been 
achieved in many ventures undertaken 
in rhe Region. Apart fronn significant 
progress towards the goal of eradication 
of poliomyelitis, and major gains in lim- 
iring tobacco advertising, Member 
States are committed to the goals of 
eliminating leprosy, and controlling 
malaria and tuberculosis. It is essential 
to consolidate the gains already 
achieved in making tbc Region a safer 
place to live, safe from infectious dis- 
eases. The challenges now faced and the 
opportunities available to achieve posi- 
tive results for health arc increasing. 
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Disease trends 

Some infectious diseases once be- 
lieved to he all hut conquered have 
returned with a vengeance. Oth- 
ers have developed stubborn resistance 
to iintihiotic drugs. New or previously 
unknown diseases continue to emerge. 
Together, these trends m mount to a 
world crisis for today, and a global chal- 
lenge for the future. 

They are occurring in an increas- 
ingly greying and rapidly urbanizing 
world. While the proportion of the 
papulation under 1 5 years is declining, 
the proportion over 70 years is increas- 
ing {hifr 7). The annual birth rate is on 
a downward trend, as is the percentage 
of children under 5 years (^f age. By 2025, 



many more people globally will live in 
urban rather than rural areas (fig. 8). 
Urbanization in developing countries 
tends to lead to the growth of ' mega- 
citie.s" with overcrowded and under- 
served slums, an environment that 
favours the increasing incidence of in- 
fectious diseases. 

It is being increa-singiy recognized 
that many chronic diseases previously 
considered non-infectious are associated 
with infection. Pockets of poverty exist 
in all parts of the world and have be- 
come potential breeding grounds for 
many infectious diseases. Mass move- 
ments of population widiin and between 
countries are increasing rapidly, raising 
fears that potentially explosive out- 
breaks may occur and that diseases may 



Table 6. Selected faodborne infectious diseases 



TraKmission 



Diseases/infections 



IniportaHt reservoir/corrier 



Ascariasis 
Brucellosis 
Cholera 

£ cofi infections 

Giardiasis 
Hepatitis A. viral 
Listeriosis 



Shigellosis 
Trematode infections 

Trichuriasis 

Typhoid and paratyphoid 



Person to Witer- Food- Multfpiicatioi Examples of some Incrininated foods 
person borne borne in food 



Man 

Cattle, goats. sheep 

Man, marine life 

Man, cattle, poultry, sheep 

Man, animals 
Man 

Environment 



+/- 



Salmonellosis (other than typhoid) Man, animals 



Man 

Freshwater fish and crabs, 

cattle, goats 
Man 
Man 



+ 
+ 

+/- 



+ 

+ 
+ 
+ 

+ 



+ ^ Yes; 4/- = Rnre; - = No; 0 ^ Mo informaion. 
0 No informotion for infections due rc enteio nvasive i coi 
b Traismissior from pregnant womor lofelusiesj occurs ffeqjefitly. 
c +/- fof foodbone Irematode infections due to foscioh hepotKO. 



Soil-contanninated food 

Raw milk, dairy products 
Salad, shellfish 
Salad, rav; vegetables, milk, 
cheese, unaercookec meat 
Vegetables, fruit 

Shellfish, raw fruit and vegetables 
Cheese, raw milk, coleslaw., meat 

products 
Meat, poultry, eggs, dairy 

products, chocolate 
Potato/egg salads 
UndercookBd/raw fish and crabs, 

watercress 
Soil-contaminated food 
Dairy products, meat products, 

shellfish, vegetable salads 
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fig. 7. World popvlation by age and sex, 1965-2025 
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become established in new nrens. Epi- 
demics have been occurring repeatedly 
in several countries, reflecting funda- 
mental deficiencies in environmental, 
infrastnictural and behavioural patterns- 
ail infectious diseases, many can 
be controlled and even eliminated or 
eradicated, given existing advances in 
medical knowledge and public health 
practices. For example, cost-effective 
immunization strategies have protected 
most children in the world against dis- 
eases such as polio, measles, tetanus, 
pertussis and diphtheria. The incidence 
of many other diseases such as cholera, 
typhoid, dysentery, giardiasis and worm 
infections such as ascariasis and trichu- 
riasis can be reduced dramatically by 
persona/ hygiene, public health ami saluta- 
tion practii'(^ii such us treatuig and pro- 
tecting drinking-water from human and 
other wastes. Proper storage, cleaning 
and safe preparation of foods can reduce 
cases of bacterial food poisonings Cor- 
rect application of food processing, in- 
cluding femientation and preserv^ation, 
can contribute to preventing some of the 
foodbornc diseases (Table 6). 

With the application of new scien- 
tific knowledge and proper use of anti- 
microbial drugs, a number of diseases such 
as tuberculosis, malaria, schistosomiasis 
and filariasis can be controlled. Vecm 
control methods such as spraying of 
chemical pesticides, the application of 
biological control agents, the destruc- 
tion and treatment of larval develop- 
ment sites and personal protection 
measures such as applying repellents or 
sleepiiig under insecticide-treated 
bednets can help control malaria, yel- 
low fever, dengue, leijihmaniasis and 
other diseases by interrupting transmis- 
sion. Effective application of these meas- 
ures in cost-effective and sustainable 
programmes can rapidly reduce the cur- 
rent levels of morbidity and mortahty 
from infectious diseases and make sub- 
stantial contributions to social and eco- 
nomic development. 

But the rapid expansion of scien- 
tific knowledge and the successful con- 
trol of infectious diseases in most 
industrialized countries during the past 
few decades encouraged the widespread 
belief that infectious diseases were no 
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longer a threat. Such conipincency led 
ro decreased levels of support and to 
dangerously inadequate systems of dis- 
ease survei llance and disease prevention 
and control. 

SimultaneLnjsly, infectious microbes 
have demonstrated their remarkable 
ability to evolve, adapt and develcip re- 
sistance to drugs. As a consequence of 
widespread misuse of antimicrobial 
drugs, many countries face the emer- 
gence of drug-rejiistant pathogens, re- 
sulting in prolonged illness, higher 
mortality rates and higher health care 
c<)sts. These affecr in particular the eld- 
erly living in hospitals and nursing 
homes, the poor, the homeless, migrants, 
farm workers and others with inadequate 
access to health care. 

More than half of the total produc- 
tion of antimicrobials worldwide is cur- 
rently used in farm animals, with a large 
proportion of antibiotics being admin- 
istered in subtherapeutic doses, not to 
treat disease but to promote growth. 
This practice is ccmtributing to the de- 
velopment of multiresistant strains of 
bacteria such as sahmmellae and E.coli 
in animal production that get trans- 
ferred to humans through meat or other 
food of animal origin or through direct 
contact. The prevalence and implica- 
tions of antimicrobial resistance con- 
nected with food from animals are, 
however, inadequately understood. 

The magnitude and spread of infec- 
tious diseases are further accentuated by 
changes in human behaviour, changes 
in ecology and climate, in land use pat- 
terns and economic development. M(xl- 
crn travel and interna ticmal migration 
also contribute; and above all else, so 
do inadequate or faltering public health 
infrastructures for monitoring and re- 
sponding to outbreaks of disease. 

Together, these factors have created 
perhaps the richest opportunities ever 
for the spread of infections, many of 
w^hich become global problems that 
make the first line of defence - early 
recognition and adequate and timely 
response - essential. 

Fortunately, we also have some of 
the richest opportunities ever to prevent 
and control these diseases. Cost-effec- 
tive interventions exist ft)r diseases 



Fig. & Rural and urban papulation by age, 1 99(h2025 
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Periodic deworming of 
sch)ol<hildren using 
sin^-dose 
antMmindiics such as 
albendazole or 
mebendazole is highly 
effective, cheap and safe. 



which may be described as "old dis- 
eases - old problems'^. 

(1) Immunization of children against 
six vaccine-preventable diseases - 
diphtheria> pertussis, tetanus, polio- 
myelitis, measles and tuberculosis - 
with the addition of hepatitis R and 
yellow fever vaccine for selected 
countries (and vitamin A and io- 
dine supplements in regions where 
deficiencies of these micronutrients 
are highly prevalent) costs about 
$14.6 per child or $0.5 per capita 
in low- income countries. 

(2) The integrated approach to the 
management of the sick child to 
prevent premature death among 
children with acute respiratory in- 
fections, diarrhoea, malaria, malnu- 
trition and/or measles costs about 
$1.60 per capita in low-income 
countries. Case management based 
on oral rehydration therapy is the 
cornerstone of the public health 
approach to controlling mortality 
from cholera. 

(3) Provision of adequate clean drink- 
ing-water and of basic sanitation 
facilities and collection of house- 
hold garbage, as well as simple per- 
sonal hygiene measures like wash- 
ing hands after defecation and be- 
fore preparing food can prevent 
viral diseases such as hepatitis A 
and gastroenteritis; bacterial dis- 
eases including cholera, typhoid, 
paratyphoid and bacillary dysen- 
tery; protozoal diseases such 
as amoebic dysentery and giardia- 
sis; and worm infecti(ms such as 
dracunculiasis, ascariasis and 
trichuriasis. 

(4) School health programmes which 
treat worm infections and micronu- 
trient deficiencies and provide 
health education cost about $0.5 
per capita in low-income countries; 
periodic deworming of school- 
children using single-dosc anthel- 
minthics such as albendazole or 
mebendazole is highly effective, 
cheap and safe. Oral treatment of 
infected school -age children is also 
an effective intervention against 
schistosomiasis. 



( 5 ) Case management of conventional 
sexually transmitted diseases using 
simple algorithms to decide on the 
appropriate diagnosis and treatment 
in peripheral health facilities costs 
$11 per case in low-income coun- 
tries. 

The second category of diseases - "old 
disease.s - new problems" — includes 
tuberculosis, malaria, dengue and other 
insect-borne diseases. For many of them, 
cost-effective interventions also exist, 
but the development of antimicrobial 
drug resistance or of pesticide resistance 
poses a greater threat to pubhc health. 
Treating resistant infections often re- 
quires the use of additional or more ex- 
pensive and more toxic alternative drugs 
and can result in longer hospital stays. 

The strategy for controlling these 
diseases is through available cost-effec- 
tive interventions such as early diagno- 
sis and prompt treatment, vector control 
measures and the prevention of epidem- 
ics, for malaria; and DOTS - directly 
observed treatment, short-course - for 
tuberculosis; by launching research ini- 
tiatives for treatment regimens and im- 
proved diagnostics, drugs and vaccines; 
and above all by strengthening epide- 
miological surveillance and drug-resist- 
ance surveillance mechanisms and 
procedures with appropriate laboratory 
support for early detection, confirmation 
and communicati(m. 

The third category of diseases - 
"new diseases - new problems'' - such 
as Ebola and other viral haemorrhagic 
fevers, is probably the most frightening- 
Their natural history is unknown, and 
our understanding of the factors respon- 
sible for, or contributing to their emer- 
gence, and how they interact, is 
incomplete. The need therefore is for 
expanding research on infectious disease 
agents, their evolution, the vectors of 
disea.se spread and methods of control- 
ling them, and vaccines and drug devel- 
opment. Much t)f this already applies to 
HlV/AlDS, one of the most serious dis- 
eases to emerge in recent decades. 
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The priority' requirements for this are: 

(1 ) improving infectious disease surx-eil- 

lance systems at national and inter- 
national levels; 

(2 ) responding rapidly to urgent threats 

to public health; 

(3) developing appropriate prevention 
strategies to combat new and re- 
emerging infectious diseases; 

(4) integrating laboratory science and 
epidemiology to optimize public 
health practice. 

The early warning system for infectious 
diseases relies on public health labora- 
tories with qualified staff; the timely 
development, availability and appropri- 
ate use of diagnostic tests and agents; 
and enhanced communication of pub- 
lic healdi information (Box 19) to help 
speed prevention measures. 

Global surveillance for recognition 
of and response to emerging diseases is 
being strengthened in WHO, making 
maximum use of existing WHO collabo- 
rating centres located throughout the 
world. WHO aims to enhance labora- 
tory capabilities for rapid recognition 
of new outbreaks as they occur. It will 
complement this effort with a stronger 
intervention capacity at WHO head- 
quarters to ensure, in conjunction with 
the regional offices^ a range of prompt, 
coordinated actions. These include or- 
ganization and mobilization of interna- 
tional response teams; provision of 
technical and logistic support; mobili- 
zation of resources and management of 
funds; and communication with the 
press and other media, 

WHO has also developed 
WHONET, a computer program de- 
signed to facilitate management of the 
results of antibiotic susceptibility' tests 
for use by microbiology laboratories 
(Box 5, page 21). The network will al- 
low ongoing surveillance of antimicro- 
bial resistance at local, regional and 
gk>bal levels. 



Box 1 1 PHU5: An electronic system foi reporting public heolth 
data from remote sites 

Disease surveiibnce is conducted in ihe United States by the Centers for Diseose Control end 
Prevention (CDC) in cooperation with state health deportments with the aid of databases 
that catalogue disease information end dato. These systems, while useful, hove traditionally 
addressed the needs only of a single diseose^pecific progromme. A broadef, more flexible 
system that could be installed in any site was essential. The Public Hedth Laboratory Infor- 
motion System (PHLIS) was therefore developed for local, state or nationol orgonizations. 

PHLIS is a personol computer-based reporting system that can capture most types of 
public health data from multiple sources (e.g. hospitals, loborotories, state or country of- 
fices) and accommodote electronic transmission of these doto between sending and receiv- 
ing sites. Dota entry screens (modules) can be created and distributed to ell reporting sites 
electronically, so that data can be input end reported via these modules within hours, without 
invohfing computer programmers, PHLIS also provides the capacity for o hierarchical report- 
ing scheme involving reports to multiple, successively higher reporting levels. 

The most recenl version of PHUS (version 3.0), is a menuJriven system bosed on a 
relational data model sufficient for the needs outlined earlier. The system requires a patient 
record to be input only once and links multiple specimens for the patient record. It provides 
0 core set of data to be collected on every patient. Field staff (non-progmmmers) can rapidly 
odd their own data fields to existing disease modules to customize the data entiy for special 
needs at each data reporting site. In oddition, PHLIS allows noni)rcgrammers to access 
disease modules, incorporate them into their system and send them electronically to any 
other reporting site, which can automatically assimilate them into their PHUS system. During 
an outbreak, o new module can be rapidly developed and electronically transmitted to dl 
participating reporting sites. 

The system, which includes data communication software, is configured so that dota 
flow in a pyramidal reporting structure: that is, upwards through higher-level reporting sites 
and ultimately to a single central site. Additional information about a case or specimen may 
he added ot any reporting site. 

To meet the need for feedback, PHLIS has provided a menu option to transmit files or 
messages both up and down the reporting chain. This facility is flexible enough to oilow any 
valid user in the chain to transmit files or messoges to ony other user. 

The public health benefits of PHLIS include reducing data entry due to electranic trans- 
mission of reports; reducing poper-bosed record-keeping; and occess to timely summaries 
offered through feedbock, ensuring that data ore current and responses to enquiries at each 
reporting site are timely. 

PHUS requires only a personal computer with DOS of 3.1 or higher, a hard disk (at least 
1 0 megabytes free hard disk space ore recommended), and 4 megobyfes of memory. PHLIS 
also provides access to EPI-INFO and EPI-MAP For further information on PHLIS contact 
Mr Stan Martin (404-639-4701) or Dr Noncy Bean (404-639-4703), Notional Center for 
Infectious Disease, Centers for Disease Control and Prevention (CDQ, 1600 Clifton Road, 
Mail Stop C09, Atlanta, Georgia 30333, USA, or electronic mdl at ntht@ciddbdLem.cdc.gov. 
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Box 20. Smattpox: the fml thapter 

1 996 marks the 200tli anniversary of on event that led to one of mankind's greatest achieve- 
ments- the eradicotion of smollpox. In Moy 1796, the English physician Edward Jenner 
(1 749-1 823) reolized thot mony of his potients who hod been exposed to the much nRilder 
but related disease, cowpox, were immune to smallpox. 

In the first example of immunization, he inoculated an 8-year-old boy with cowpox 
virus. After observing the reaction, he reinoculated him with smallpox virus ~ and the boy 
did not develop the killer disease. Jenner's procedure was soon widely accepted, resulting in 
shorp falls in smallpox deoth rates. 

However, less than 30 years ago, smallpox wos still endemic in 32 countries; 10-1 5 
million people a yecr were stricken by it neoriy 2 million a year died of it, ond millions of 
survivors were disfigured or blinded for life. Today it affects nobody. The disease hos disap- 
peared, and the cost of getting rid of it - approximately $3 1 3 million over ten years - has 
been repoid many times over in sovings in human lives and in costs of voccines, treatment 
and international surveillance octivities. 

The smallpox eradication campaign began in 1 967 with the systemotic voccinotion of 
entire populations in endemic countries - an enormous and complex exercise. The strategy 
soon become "surveillance and containmenf . Every time a new cose was discovered, it wos 
followed up and contacts of the patient troced. V/here such coses occurred, local immuniza- 
tion was intensified. 

The incidence of the disease fell mpidly. By 1 972, coses were occurring in only eight of 
the endemic countries in Africa ond southern Asia. 

Huge technical ond logistic difficulties had to be overcome in mony countries, often 
aggravated by civil wars, political and sociol upheavals, and refugee movements. Eventually 
the last naturally ocquired cose of smallpox was reported in Somalia in 1977; in 1980, 
WHO'S World Health Assembly declared the global eradicotion of the disease. 

The final chopter of the smallpox story remains to be written, however. For the smallpox 
virus has not been completely destroyed. Stocks ore still held at government research centres 
in the Russian Federation and the United States. A resolution from WHO's Executive Board 
to the World Health Assembly in May 1 996 recommended that these stocb be destroyed 
in 1999. 



Table 7. Diseases targeted for eradication or eUaiinatiott 



Estimated prevalence (000) 
1995 



Target for 2000 



Dracunculiasis 
Poliomyelitis 



122 
82 



Eradication 
Eradication 



Leprosy 

Neonatal tetanus 

Chagas disease 

Iodine deticiency disorders 



1 833 

10 ooo' 
18 0O0 
655 000 ^ 



Elimination 
Elimination 
Elimination 
Elimination 



Priorities for action 

In confronting infccrious diseases as a 
whole, the first primity relates co the 
completion of unfinished business - in 
other words, co drive on towards the 
eradication or elimination of diseases 
such as poliomyelitis, guinea-worm in- 
fection, leprosy, neonatal tetanus and 
Chagas disease (Jahk 7). Relatively 
small financial resources arc needed tor 
this final stage. If they cannot be found, 
eradication or elimination will not be 
achieved; these diseases will explc:)it any 
easing of the campaign against them, 
and return with a vengeance. The eradi- 
cation of smallpox (Box 20) shows the 
way forward- The lessons of malaria and 
tuberculosis must not be ignored, or the 
efforts and resources already invested 
will have been wasted. This must not 
be allowed to happen. 

The second priority relates to tack- 
ling old diseases such as tubcrcuk^sis and 
malaria which present new probleuis of 
drug resistance. Cost-effective iatcrvcn- 
tions to prevent the spread of the dis- 
ease in the community by removing the 
infectious source and to make a major 
impact on the prevalence of the disease 
by curing a high proportion of mfectious 
cases exist; the concern is over the emer- 
gence of drug resistance. An appropri- 
ate epidemiological surveillance and 
control activity for these diseases sht^uld 
be established and research for the de- 
velopment of better treatment regimens 
and improved diagnostics, drugs and 
vaccmes should be promoted and sup- 
ported. 

To ensure the protection of children 
against an ever-widening range of dis- 
eases, research into and the develop- 
ment of new and improved vaccines 
against measles, neonatal tetanus, bac- 
terial meningitis, tuberculosis and other 
diseases musr be supported (Box 21). 

At the same time there is an urgent 
need to strengthen the capability for 
surveillance and control of infectious 
diseases in several of the countries that 
have been experiencing repeated out- 



^ 1 995 reported volue. 
b 1993 estiniDrefcr goitre. 
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hrenks of epidemics during the p:4st few 
year.s. Such improvements should in- 
elude the integration of chnical, epidc- 
miological and laboratory components 
and epidemiolof^icj-il expertise and labo- 
rMtory resources in national centres 
which can then join with others in a 
comprehensive network forming part of 
an effective global surveillance and re- 
sponsc system. 

The third priority relates to the cat- 
egory t^f newly emerging; diseases, where 
there is little knowledge of dieir natu- 
ral history or incomplete understanding 
of the factxns responsible for them. They 
require rapid action on one hand, and a 
more calculated, longer-term approach 
on the other Responding speedily to 
(outbreaks of important new infections, 
wherever they c>ccur» is of direct benefit 
not merely to the individual affecte:! 
country but to the global community. 
At the same time, chere is a need for 
intensive research on new diseases and 
on the potencial for preventing, treat- 
inganiJ controUing them. Such research 
must he coupled with a global surveil- 
lance programme to recognize and re- 
spond to emerging diseases. WHO has 
begun to strengthen ics capacity to re- 
spond rapidly and more efficiently to 
calls for help in such emergencies, and 
aims to have a team of experts at the 
icKation of aii outbreak tinywhere in the 
world within 24 hours of being officially 
notified of it. Extra resources are being 
sought to fund these operations. 

The WijyU Health /^e{>on J 995 indi- 
cated how poverty could be alleviated 
by enabling the poor to earn their way 
out oi poverr^' and by enhancing their 
health potential through measures for 
prevention of diseases, promotion of 
positive health and for protection from 
health hazards, thereby improving their 
social and economic productivity'. This 
report has outlined opportunities that 
exist now for improvmy: the health of 
the present generation while laying the 
foundation for better health for fliture 
generations. 



Box 21. Hew md improved vacdnes for tomorrow's children 

Every year, hundreds of millions of people, most of ttiem infants, ore protected by vaccines 
ogoinst deadly diseases of childhood and adulthood. i\s o result poliomyelitis, measles and 
neonatol tetanus are likely to be eliminated v/ithin the next few years. The consfont quest for 
new and improved vaccines offers the prospect of protecting the children and adults of tomor- 
mw against an ever-v/idening range of diseases. 

WHO is actively supporting the research into and development of both improved vaccines 
end completely nev/ ones for diseases which so far have not been preventable by immuniza- 
tion. This latter cotegory includes acute respiratory viral diseases, diarrhoeol diseases, bacte- 
rial meningitis and tuberculosis, which together kill many millions of people, most of them 
children under 5, every year. 

Brief progress reports of wod( on some of the new or improved vaccines ore given 
below. 

Measles. Three candidate vaccines intended for infants under 6 months of age should 
be studied in primates in 1 996, and the target for 1998-2000 is to hove at least one of 
them evaluated in human studies. 

Neonatal fefanus. The goal is to develop vaccines simpler to deliver than existing ones, 
with particular emphasis on reducing the number of doses needed to induce long-lasting 
protection. Goals include having at least one such vaccine ready for clinical trials in 1 996- 
1 997, and introducing a single-dose tetanus vaccine into human use by 1 998-2000. 

Dengue and Japanese encephalitis. The aim is to accelerate the final development of 
attenuated dengue vaccine and genetically engineered dengue and Japanese encephalitis 
vaccines. Targets for 1 998-2000 are to have one dengue vaccine evaluated for effective- 
ness end plans mode to introduce it into immunization programmes in at leost one country; 
and to hove evaluated one new Japanese encephalitis vaccine in clinical tricls. 

Diarfhoeal diseases. Priority is being given to the development of vaccines against 
shigellosis and rotavims diarrhoea. Research groups are working towards vaccines that ore 
effective against both the recently isolated cholem strain 0139 and the more common 01 
strain. Studies related to the potential use of cholera voccines in refugee comps ere being 
conducted. Vaccines against f.co// diarrhoea and typhoid are being developed. Shigellosis 
voccines should be ovoiloble by 1 998-2000, and evaluations of typhoid, f.co//ond cholero 
vaccines should be completed within the some period. 

Bacterial meningitis. The intention is to test \\w new vaccines ogoinst the disease in 
infants in at least two developing countries by 1 997. 

Tuberculosis. Although the existing BCG vaccine prevents severe tuberculosis in chil- 
dren, it has a rather poor impact on the disease in adolescents and adults. Reseorch is 
ongoing to develop a new and more efficient tuberculosis vaccine. At least one such candi- 
date vaccine should have been evaluated in clinical studies by 1 998-2000. 
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Annex 1 

New infectious diseases 

Examples of etiological agents and infectious diseases in humans and/or animals recognized since 1 973. 



* The year mov differ from thof given ir <Map 2 which relates 
to first appearance or firrt idcnfificotion of ccses. 

Adopted from: Repoft of the HSTC Comittee of\ intemtiml 
Science, hgineefipg, end JectmbgY (CiSH) Woiking Gfovp 
on Emerging 0(]d P.6-efuerging Infectious Diseases. Mai 
mrobiol thfeuts in the 1990s. 



Yeat* Agent 


Type 


Disease/Comments 


19/3 


Rotavirus 


Virus 


Mojor cause of infantile diorrfioea worldwide 


19/5 


Parvovirus 819 


Virus 


Aplastic crisis in chronic haemolytic onnemic 


1976 


Cfyptosponmm pofvum 


Parasite 


Acute and chronic diarrhoea 


1977 


Ebola virus 


Virus 


Ebola haemorrhagic fever 


1977 


Legmellapneumopm 


Bacterium 


Legionnaires' diseose 


1977 


Hantaan virus 


Virus 


Hoemorrhogic fever with renoi syndrome (HRFS) 


1977 


CampylobQcter jejuni 


Bacterium 


Enteric pathogen dbtributed gicbolly 


1980 


Human T4/mphotropic virus 1 


Virus 


T^ell lymphomo^eukoemio 




(HTLV-1) 






19B1 


Toxin-producing strains of 


Bocterium 


Toxic shock syndrome 










1 70Z. 


f<rhori/hin rnJi 0 m 7 • H 7 


Bocterium 


Hoemorrhogic colitis; haemolytic uraemic syndrome 


19fi7 

1 7\JL 


HTIV-7 

II 1 LV L 


Virus 


Hairy cell leukaemio 




Rntrfilin niunnnfTPri 
uuficnu uvfyuuiicii 


Bacterium 


Lyme diseose 


1 700 


riiimnn immiinAnaH/'lAn/'u Lrlriic rrll\ 

nuniuii iiMriiuiiout;iKK;ii(.y virub inn 


/) Virus 


Acquired Immunodefidencv syndrome (AIDS) 


1 7\J<J 


npiifnnn/'itv mnnri 
imHLL/Uiiiiui fiyiuu 


Bacterium 


Peptic ulcer disease 


1 7vJ 


LIItClVLjilJLUUii UiCflCUj] 


Parasite 


Persistent diarrhoea 


1986 


\.juujyuiu luyciuitunjij 


Parasite 


Persistent diarrhoea 


19ft6 


RCC rinpnt? 


Norrconventional 






agent 


Bovine spongiform encephalopathy in cottie 


1988 


Human herpesvirus 6 (HHV-6) 


Virus 


Exantherr subitum 


1988 


Hepatitis E virus 


Virus 


Entericolly transmitted non-A, non-B hepatitis 


1989 


EhMia chaffeen^s 


Bacterium 


Human ehrlichiosis 


1989 


Hepotitis C vtrus 


Virus 


Parenterally transmitted non-A, non-B liver hepatitis 


1991 


Guonorito virus 


Virus 


Venezuelon haemorrtiogic fever 


1991 


incephaHtozoon hellem 


Poroslte 


Conjunctivitis, disseminated diseose 


1991 


New species of Babesia 


Porosrte 


At^'pical babesiosis 


1992 


Vhiochoieroem^ 


Bacterium 


New strain associated wirfi epidemic cholero 


1992 


Bartonella henselae 


Bacterium 


Cat-scratch disease; bacillary angiomatosis 


1993 


Sifi Nombre virus 


Virus 


Hantavirus pulmonary syndrome 


1993 


[ncephoHtozoon cuniculi 


Pamsite 


Disseminated (fiseose 


1994 


Sobia virus 


Virus 


Bmzilion haemorrhagic fever 


1995 


Human fwrpesvirus 8 


Virus 


Associated with Kaposi's sorcomo in AIDS patients 
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Members and Associate Members of WHO 

WHO has 190 Members and two Associate Members. They are listed below with the date on which they became a 
party to the constitution or were admitted to associate membership. 



* Member Sfotes thot haw acceded to the Coiweiition on the 
Privileges and Immunities of ttie Spedalized Agencies and ih 
Annex 711. 



Afghanistan 19Ap(ill948 

Albonia 26 May 1947 

Algeria " B November 1 962 

Angolo 15 May 1976 

Antigjo ond Borbudo^ 1 2 M 1 9B4 

Argenlino* 22 October 1948 

Armenia 4 May 1992 

Australia* 2 February 1948 

Austria* 30 June 1947 

Azerboijan 2 October 1992 

Bafiamos*^ 1 April 1974 

Bohrfllfi* 2 November 1971 

Banglodesb 19% 1972 

Boftadfls* 25 April 1967 

Belarus* 7 April 1948 

Belgium* 25 June 1948 

Belize 23 August 1990 

Benin 20 September 1960 

Bhutan 8 March 1982 

Bolivia 23 December 1949 

Bosnia and HerzegovifMi* 1 0 September 1 992 

Botswana* 26 February 1975 

Brazil* 2 June 1948 

Brunei Darussalam 25 March 1 985 

Bulgario* 9 June 1948 

Burkina Foso* 4 October 1960 

Burundi 22 October 1962 

Cambodia* 17Moyl950 

Cameroon* 6Moyl960 

Canada 29 August 1946 

Cope Verde 5 January 1976 

Central African Republic* 20 September 1 960 

Chad 1 January 1961 

aile* 1 5 October 1948 

China* 22 July 1946 

Colombio 14 May 1959 

Comoros 9 December 1975 

Congo 26 October 1960 

Cooklslonds 9 Way 1984 

Costa Rica 17AAorchl949 



Cated'lvoire* 28 October 1960 

Croatio* 11 June 1992 

Cwbo* 9Moyl950 

Cyprus* 16 January 1961 

Czech Republic* 22 January 1993 

Democratic People's Repubk of Korea 1 9 Moy 1 973 

Denmark* 19 April 1948 

Djibouti 10 March 1973 

Dominica* 13 August 1981 

Dominican Republic 2 1 June 1 948 

Ecuodor* 1 Morch 1949 

Egypt* 16 December 1947 

ElSotvador 22 June 1948 

Equatorial Guinea 5 Moy 1 980 

Eritrea 24Juiyl993 

Estonio 31Morchl993 

Ethiopia 11 April 1947 

Fjl* 1 Januory 1972 

Finlond" 7 October 1947 

France 16 June 1948 

Gabon* 21 November 1960 

Gambio* 26 April 1971 

Georgio 26 May 1992 

Germany* 29 May 1951 

Ghana* 8Api»1957 

Greece* 12 March 1948 

Grenado 4 December 1974 

Guatemala* 26 August 1949 

Guineo'' 19 Moy 1959 

Guinea-Bissou 29 July 1974 

Guyana* 27 September 1 966 

Haiti* 12 August 1947 

Honduras 8 April 1949 

Hungary* 17 June 1948 

Iceland 17 June 1948 

Indio* 12 Januory 1948 

Indonesifl* 23 May 1950 

Iron [Islamic Republic of)* 23 November 1 946 

Iraq* 23 September 1947 

Ireland* 20 October 1947 
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Israel 21 lure 1949 

Italy* 11 April 1947 

Jomoica" 21 WGrchl963 

Jopcr* 16 May 1951 

Mm' 7Aprin947 

Kazakhstan 19 August 1992 

Kenya* 27Jonuarv 1964 

Kiribati 26Jjlyl984 

Kuwait* 9 May 1960 

Kyrgyzston 29Apill992 

Lao People's Democfotic Republic* 1 7 /k/ 1950 

LatMia 4 December 1991 

Lebanon 19 January 1949 

LesGlha* 7 Jul/ 1967 

UberiG 14 March 1947 

libyon Arab Jamahiriya* 1 6 May 1 952 

Uthuanio 25 November 1991 

Luxembojrg* 3Jjfiel949 

Madogcscor* 16 January 1961 

Malowi* 9 April 1965 

Malaysia* 24Aprtll958 

Maldives^ 5 Novembef 1 965 

Mali' 17 October 1960 

Malta* 1 Februory 1 965 

Maf^halllslands 5 June 1991 

Wauritanic /March 1961 

Mauritius* 9 December 1968 

Mexico 7Apiil1948 

Micronesio (Federated States of) 1 4 August 1 991 

Moriaco 8 July 1948 

Mongolio* 18 April 1962 

Morocco* 14Vioyl956 

Mozambique 1 1 September 1 975 

Myaamar lJilyl948 

Namibia 23 April l^^O 

Nauru 9M(iyl994 

Nepoh 2 September 1953 

Netfierlaads^ 25Aprin947 

NewZealond* 10 December 1946 



Nicaragua* 24 April 1950 

Niger* 5 October 1960 

Nigeria* 25 November 1960 

Niue 4 May 1994 

Norwoy* 18 August 1947 

Oman 28MQyl971 

Pokiston' 23 June 1948 

Palau 9 March 1995 

Panoma 20 Februory 1951 

PapuG NewGuineo 29 April 1976 

Paraguay 4Jonuaryl949 

Peru n November 1949 

Philippines'^ 9 July 1948 

Polaad* 6 Way 1948 

Portugal 13 Februory 1948 

Qatar 11 May 19/2 

Republic of Koreo" 17 August 1949 

Republic of Moldovo 4 May 1992 

Romania* 8 June 1948 

Russian Federation* 24 March 1 948 

RviiarKia* 7 November 1 962 

Soint Kitts ond Nevis 3 December 1 984 

Saint Lucia* 11 November 1980 

Saint Viacent and the 

Grenadines 2 September 1 983 

Samoa 16 May 1962 

San Marino 12 May 1980 

Soo Tome and Pincipe 23 March 1 976 

Saudi Arabia 26 May 1947 

Senegal 31 October 1960 

Seychelles* 11 September 1 979 

Sieno Leone* 29 October 1961 

Singapore* 25 Februory 1966 

SlovQkio* 4 Februory 1993 

Slovenio* 7 May 1992 

Solomon Islands 4 April 1983 

Somdia 26 Januory 1961 

South Africa 7 August 1947 

Spain* 28 May 1951 



SriLonko /July 1948 

Sudan 14 May 1956 

Surinome 25 March 1976 

Swaziland 16 April 1973 

Sweden* 28 August 1947 

Switzerland 26 Mcrch 1947 

Syrian Arab Republic 1 8 December 1 946 

Tojikiston 4 May 1992 

Thailand* 26 September 1947 

The Former Yugoslav Republic 
of Macedonia 22 April 1993 

Togo* 13Moyl960 

Tonga* 14 August 1975 

Trinidad and Tobago* 3 January 1 963 

Tunisia* 14 May 1956 

Tudcey 2 January 1 948 

Turkmenistan 2 July 1992 

Tuvalu 7 May 1993 

Uganda* /March 1963 

Ubaine* 3 April 1948 

United Arab Emirates 30 Mcrch 1972 

United Kingdom of Great Britain 

and Northern Ireland* 22 July 1946 
United Republic of Tarznnia* 1 5 March 1 962 
United States of America 2 1 June 1 948 
Uruguoy* 22 April 1949 
Uzbekistan 22Moyl992 
Vanuatu 7 March 1983 
Venezuela /July 1948 
VietNom 17 May 1950 
Yemen 20 November 1 953 
Yugoslovia* 19 November 1947 
Zaire* 24 February 1961 
Zambia* 2 February 1965 
Zimbabwe* 16 May 1980 

Associate Members 

Puerto Rico 7 May 1992 
Tokelou 8 May 1991 



* Mftmber States ttxit hove acceded to ibe (onvention on the 
Privileges ond immunities of the Specioiized Agencies and its 
Annex VIL 



Annex 3 

Statistics 



Note$ 

... Data nol amiable or not 
applicable 

"Billion" means a thousand 
million 

$ denotes United States dollars 

Unless specified otherwise, data 
refer to 1995 



Explanatory notes 

The World Health Report /996 - 
Fighting disease, fostering develop- 
ment presents an overview of the 
global health situation ba.sed on an as- 
sessmcnr carried out in 1 995, using 1995 
or latest available datri. The content of 
the Report was determined essentially 
hy tlie theme of the Report as well as by 
the availability of information concern- 
ing; key health and health-related indi- 
cators. The nuij(?riry of Member States 
still experience great difficulty in obtain- 
iiig valid and timely data on many indi- 
cators such as disease morbidity and 
health care coverage. Official statistics 
reported to WHO were incomplete, of- 
ten not comparable among countries, 
nor up to date. It has often been neces- 
sary^ for international comparative stud- 
ies to supplement data from a variety of 
national reports and publications with 
reasonably reliable estimates for one or 
more indicators. Considerable efforts 
were made to assemble and validate the 
best available and reasonably reliable 
data from such sources as reports and 
publications of WHO regional offices, 
WHO technical programmes, WHO 
collaborating centres and personal com- 
municaticms. Reference was also made 
to pubUcations and documents of other 
intergovernmental bodies and nongov- 
ernmental organizations. The Popula- 
tion Division of the Departmeni (or 
Economic and Social hiformation and 
Policy Analysis of the United Nations, 
hereinafter referred to as United Na- 
tic^ns Population Division, was the main 
source for estimates relating to demo- 
graphic indicators including life expect- 
ancy at birth and infant mortality. A 
number of statistical values such as the 
under-5 mortality rate were derived from 
those estimates, but otherwise no at- 



tempt was made, for the present Report, 
to refine figures taken from recognized 
international sources and research pub- 
lications. 

Surveillance data for a number of 
infectious diseases of major public 
health concern are lacking; global and 
regional estimates of prevalence, inci- 
dence and even mortality are not avail- 
able except for a few diseases. Using 
whatever reliable estimates were avail- 
able, efforts were made to assess diseases/ 
conditions according to their effect on 
people's health at different stages of life, 
i.e. chddren, school -age children and 
adolescents, adults and the elderly, in 
order to provide an overview of the situ- 
ation and trends. 

Because many of WHO s accivities 
in different fields are interdependent, 
programmes were clustered and their 
activities, products and other outputs 
synthesized according to objectives and 
target age groups, the aim being to pro- 
vide a global overview of WI lO's work 
during the year 1995, irrespective of the 
organizational level at which activities 
were carried out, i.e. country, regional 
or interregional. 

As of 3 1 December 1 995 WHO had 
1 90 Members and two Associate Mem- 
bers (see Annex 2), During 1995 Palau 
became a Member and Mongolia, for- 
merly part of the South- East Asia Re- 
gion, joined the Western Pacific Region. 
The global health assessment relates 
only to Member States* For anal^T^ical 
purposes they have been grouped ac- 
cording to die United Nations classifi- 
cation (shown below). In 1995 the 
United Nations General Assembly de- 
cided "to add Angola and Eritrea to the 
list of least developed countries, and to 
graduate Botswana from the list" (reso- 
lution 49/13.3). 
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Developed market economies, AuS' 
tralia, Austria, Belgium, Canada, Den- 
mark, Finland, France, Germany, 
Greece, Iceland, Ireland, Italy, Japan, 
Luxembourg, Monaco, Netherlands, 
New Zealand, Norway, Portugal, San 
Marino, Spain, Sweden, Switzerland, 
United Kingdom, United States of 
America, 

Economies in trajisitUm. Albania, 
Bulgaria, Czech Republic, Hungary, Po- 
land, Romania, Slovakia and former 
USSR (Baltic republics, Common- 
wealrh cif Independent States, Georgia). 

Developing countries - cjcclu^ling 
lecLst developed countries. Algeria, An^ 
tigua and Barbuda, Argentina, Bahamas, 
Bahrain, Barbados, Belize, Bolivia, 
Bosnia and Herzegovina, Botswana, Bra- 
zil, Brunei Darussalam, Cameroon, 
Chile, China, Colombia, Congo, Cook 
Islands, Costa Rica, Cote d'lvoire, 
Croatia, Cuba, C>pnis, Democratic Peo- 
ple s Republic of Korea, Dominica, Do- 
mmican Republic, Ecuador, Egypt, El 
Salvador, Fiji, Gabon, Ghana, Grenada, 
Guatemala, Guyana, Honduiaii, India, 
Indonesia, Iran (Islamic Republic oO> 
Iraq, Israel, Jamaica, Jordan, Kenya, 
Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Malaysia, Malta, Marshall 
liilands, Mciuritius, Mexico, Micronesia 
(Federated States of), Mongolia, 
Morocco, Namibia, Nauru, Nicaragua, 
Nigeria, Niue, Oman, Pakistan, Palau, 
Panama, Papua New Guinea, Paraguay, 
Peru, Philippmcs, Qatar, Republic of 
Korea, Saint Kitts and Nevis, Saint 
Lucia, Saint Vincent and the 
Grenadines, Saudi Arabia, Senegal, 
Seychelles, Singapore, Slovenia, South 
Africa, Sri Lanka, Suriname, Swaziland, 
Syrian Arab Republic, Thailand, 
The Fomicr Yugoslav Republic of Mac- 
edonia, Tonga, Trinidad and Tobago, 
Tunisia, Turkey, United Arab Emirates, 
Uruguay, Venezuela, Viet Nam, 
Yugoslavia, Zimbabwe, 

Least developed countries, Afghani- 
stan, Angola, Bangladesh, Benin, Bhu- 
tan. Burkina Faso, Burundi, Cambodia, 
Cape Verde, Central African Republic, 
Chad, Comoros, Djibouti, Equatorial 
Guinea, Erirrea, Ethiopia, Gambia, 
Guinea, (juinea- Bissau, Haiti, Kiribati, 



Lao People's Democratic Republic, 
Lesotho, Liberia, Madagascar, Malawi, 
Maldives, Mali, Mauritania, Mozam- 
bique, Myanmar, Nepal, Niger, Rwanda, 
Samoa, Sao Tome and Principe, Sierra 
Leone, Solomon Islands, Somalia, Su- 
dan, Togo, Tuvalu, Uganda, United Re- 
public of Tanzania, Vanuatu, Yemen, 
Zaire, Zambia. 

Throughout the Report "developed 
world" refers to countries classified as 
"developed market economies" and 
"economies in transition"; and "devel- 
oping world" to *'least developed coun- 
tries"' (LDCs) and other "developing 
countries". In some cases the "developed 
world" has also been referred to as the 
"industrialized countries" in the text. 

The designations used for groupings 
of countries in the text and tables are 
intended solely for statistical and ana- 
lytical c(^nveniencc and do not neces- 
sarily express a judgement about the 
stage reached by a particular country in 
the development process. 

As countries are added to or re- 
moved from a particular group, revised 
estimates are computed for the groups 
and subgroups of countries retroactively 
to ensure comparability over time. Ac- 
cordingly, data by WHO region or by 
the United Nati(ms classification in this 
Report may differ from c(^mparable fig- 
ures presented in The World Health Re- 
port J 995, 

A major constraint in the assessment 
of the global health situation relates to 
data on health status. There are no clear 
positive measures of health. Even in re- 
spect of negative ill-hecdth measures, lit- 
tle infonnation is at present available 
on disability and the data on incidence 
and prevalence of diseases, particularly 
in the developing world, are notoriously 
unreliable and enormously variable. 
Although mortality data are imperfect, 
they are nevertheless used to illustrate 
general patterns and orders of magnitude 
of major health problems. This Report, 
based primarily on four distinct meas- 
ures of ill -health - mortality, incidence, 
prevalence and disability (long-term) - 
uses reasonably reliable data and esti- 
mates from a variety of statistical 
sources. For example, the United Na- 



tions Population Division biennially 
assesses the global demographic situa- 
tion and makes estimates of numbers of 
deaths by age and sex for many countries, 
most recently in 1994. The Report uses 
these results. While major differences 
may be considered indicative of actual 
disparities and trends, caution is neces- 
sary in interpreting small differences in 
values of different groups. 

Country data on cause of death, 
even in respect of infectious diseases, 
pose a problem. Underreporting, impre- 
cise listing of causes and inaccurate di- 
agnosis complicate both national and 
international studies of mortality. Fur- 
thermore, attributing death to specific 
causes often results in overlap of under- 
lying causes and also masks underlying 
conditions such as anaemia and nutri- 
tional deficiencies. Efforts were made to 
compensate for the paucity of data by 
preparing "guesstimates" in accordance 
with epidemiological and statistical 
principles and pnx:edures, to ensure a 
reas<^)nable degree of reliability, and of 
international comparability. 

Global values for mortality, morbid- 
ity and disability associated with a large 
number of diseases and conditions were 
determined following extetisive consul- 
tation with experts within the Organi- 
zation and at WHO collaborating 
centres, concerning the quality and con- 
sistency of the estimates, judicious use 
was made of available data from a vari- 
ety of sources and the most recent data 
were reviewed, interpreted and extrapo- 
lated in a global context. Even in re- 
spect of infectious diseases, coverage is 
restricted to those of major public health 
concern and falls far shon of the total 
spectrum of such diseases covered by the 
Intematinnal staiistical classification of dis- 
eases and related health problems y tenth 
revision (ICD-10). The resulting figures 
relating to 1995 indicate orders of mag- 
nitude of health problems associated 
with these selected diseases, but they 
lack the degree of precision necessary 
for disease -specific analysis. 

To carry out its directing and coordi- 
nating functions at international and 
regional levels, since 1990 WHO has 
been incrementally developing its d^- 
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tabasc on global and regional estimates 
of mortality and morbidity by diseases/ 
conditions, based on official country 
data supplemented by reliable national 
and international estimates. Tlie exten- 
sive use, in this Report, of data based 
on estimates and other indirect ap- 
proaches vshould not, however, give the 
mistaken impression that the necessary 
data arc already being collected by all 
devekiping and developed countries; 
rather, it is a matter of concern that use 
of such estimates may detract from the 
current efforts being made to compile 
accurate and timely data on health in- 
dicators in the developing world. Em- 
pirical data continue to be essential for 
identifying problems and working out 
solutions m the area of health develop- 
ment. It would thus be appreciated if 
readers would send their commen ts and 
suggestions for improving the quality of 
the estimates and assist WHO by sug- 
gesting more reUable data sources for use 
in the future. 

Primary sources of data 

Table A - Basic indicators gives data 
on key health and health-related indi- 
cators concerning the world health situ- 
ation. It contains data for 1 995 or for 
the latest available year during the pe- 
riod 1990-1994 in respect of WHOs 190 
Member States. 

The following indicators which were 
used in last year's Report have been up- 
dated: life expectancy at birth, under-5 
mortality rate, infant mortahty rate, to- 
tal population, percentage of population 
aged 65 years and above, percentage of 
population in urban areas, age and sex 
standardized death rate, total fertility 
rate, maternal mortality ratio (preg- 
nancy-related), immunization coverage 
data (BCG, DPT3, OPV3, measles and 
tetanus toxoid 2), reported cases of tu- 
berculosis, malaria, polio, measles and 
neonatal tetanus, access to safe water 
and adequate sanitation, adult literacy 
rare (both sexes and female), GNP per 
capita and average annual growth of 
GNP per capita. 

Neu' indicauyrs added this year are: 
net migration rate, age -specific death 



rates for the age group 20-64, neonatal 
mortality rate, perinatal mortality rate, 
institutional delivery, underweight 
prevalence amcmg preschool children, 
immunization coverage for hepatitis B, 
HIV prevalence estimates, AIDS (re- 
ported cases), average annual external 
debt ratio and militaty expenditure. 

Data for most of the indicators were 
assembled by WHO from the various 
sources listed; data concerning health 
stams and health care were taken from 
WHO publications or are estimates 
made by WHO programmes on the ba- 
sis of information supplied by Member 
States, Although every effort was made 
to standardize the data for international 
comparison, care must be taken in mak- 
ing comparisons and interpreting the 
values. 

Table B - Analytical tabulations 

are primarily based on the values given 
in Table A. In addition, the following 
health -related indicators appear only in 
Table B: crude death rate, age-specific 
death rates for the age groups 5-19 and 
65 years and above, unsafe abortion, 
anaemia in pregnant women and HIV/ 
tuberculosis co-infection among adults. 
Figures refer to all 190 Member States, 
which in 1995 had an estimated popu- 
lation of 5 701 million, or 99.7% of the 
world population. The population data 
are estimates of the United Nations 
Population Division following the 1994 
population a.ssessment. These figures 
serve as denominators fnr various rates 
and weights used for computing the ag- 
gregate values in Table B. Further details 
are given in the reference publications 
and documents listed in each case un- 
der Source, 

All tables and figures, and maps 
2-5, 7 and 8 are based on data shown in 
Table A or Table B, or are compiled es- 
pecially for the Report by WHO tech- 
nical programmes, 

1. Population and demography 

Data relate to population size, growth 
rate, age and sex distribution, popular 
tion in urban areas and megacities 
(agglomerations > 8 million); net mi- 
gration rate; total fertility rate; elderly 
support ratio (number of persons aged 



65 or above per 100 persons aged 

20-64). 

Sources: 

(a) World Population Prospects ( with sup- 
plementar'y tabulations), 1994 revision. 
New York, United Nations^ 1995. 

(b) Demogral^hic Indicators 1950-2050, 
1 994 revision; Sex and Age Annwd 1 950- 
205C, 1994 revision. New York, United 
Nations, 1995. (Databases), 

(c) World Urbanization Prospects, /994 
revision. New York, United Nations, 
1995. 

2. Health status 

2.1 Qlobal health situation: mortality^ 
morbidity and disability, selected infec^ 
tious diseases of global and 
regional concern, all ages, 1995 
estimates. 
Source: WHO, 

2.2 Crude death rate, infant mor- 
tality rate, life expectancy at birth, life 
expectancy at birth - female adijantage 
(difference between female and male 
life expectancy at birth). 
Sources: see section 1- Population and 
demography, above. 

2-3 Under^S mortality rate refers to 
the annual number of deaths of children 
under 5 years per 1 000 live births. More 
specifically, it measures the probability 
of dying between birth and exactly 5 
years of age. 

Source: The rate was calculated by the 
Office of World Health Reporting based 
on data given in the World Population 
Prospects, 1994 revision, using the for- 
mula provided by the United Nations 
Population Division. 

2.4 Age and sex standardized death 
rate is obtained by applying the age- and 
sex-specific death rates of a given popu- 
lation to a standard population; the 
standard population being the world 
population, estimated at 5.5 billion, for 
the years 1990- 1 995 (source laaivi Ih), 
Source: WHO. 

2.5 Age-specific death rates refer to 
the number of deaths in age groups 5- 
19, 20-64 (male), 20-64 (female) and 
65 and above per 1 OC 000 population in 
the same age and sex groups {source ia 
and lb). 

Source: WHO. 
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2,6 'Seonatal miyrtality rate is the 
number of neonatal deaths per 1 000 
live births. Neonatal de;ith^ are deaths 
occurring during the neimvital period, 
commencing at birth and ending 28 
ctnnpleted days after birth. 
Source: WHO. 

2 J Perinatal mortality rate refers 
to the number of perinnrnl deaths per 
1 000 Uvc birrhs. Perinatal deaths arc 
deaths occurring during the pcrinrital 
period, commencing at 22 completed 
weeks of e:estatton (the time when birth 
weight is normally 500 g), and ending 
seven completed days after birth. 
Source: WHO. 

2. 8 Maternal mortality ratwj (preg- 
nancy-related) is the number of deaths 
of women occurring over a year while 
pregnant, or within 42 days of termina- 
tion of pregnancy > irrespective of the cause 
of death, per 100 000 live births in that 
year. 

1.9 VnderweigKt prevalence among 
preschool c\vi\dren refers m the percent- 
at^e of children under 5 years of age who 
have a weight that is below minus two 
standard deviations from the median 
weight-for-age of the reference pi^pula- 
rion. In view of limitati(ms in estima- 
tion procedures, the values in Table A 
are presented in four broad categories: 
less than 10%; 10-19%i 20-29%; 50% 
or more. 

Sources: 

(a) WHO. 

(b) United Nations Adminisrrative 
Committee on Coordination - Sub- 
Committee on Nutrition (personal com- 
munication). 

2.10 HIV prevalence estimates give 
an indication of the magnitude of the 
HIY pandemic but should be considered 
provisional due to the difficulties in ac- 
curarely assessing levels of HIV infec- 
tion in national populations. In Table A> 
HIV prevalence among adults is given 
as a number while in Table B it is 
presented as a rate per ICO 000 adult 
population. 

Source: WHO, 



2.11 HTVItubcrculosh co-infection 
onumg aduhs estimate?^ the percentage 
of HIV infected adults, aged 15-49, who 
arc simultaneously infected with tuber- 
culosis. 

Source: WHO. 

2.12 Annual number of reported 

cases refers to the number of cases ot 
selected diseases reported by WHO 
Member States for the year concerned; 
AIDS, tuberculosis, malaria, poliomyeli- 
tis, measles and ne(matal tetanus. 
Source: WHO. 

2.13 Anaemia in pregruint women 
refers to the percentage of pregnant 
wiimen with a haemoglobin level below 

llCg/l, 

Source: WHO. 

3. Health me and environment 

3.1 Institutitmal delivery refers ro the 
mimber of deliveries in public and pri- 
vate hospitals, clinics and health cen- 
tres, irrespective of who attended the 
delivery, per 100 live births- 
Source: WHO. 

3.2 Immunization coverage for 
BCQ, DPT3y 0PV3, meaiic?i and 
HBV3 refers respectively to the percent- 
ages of infants surviving ro age 1 who 
have been fully immunized with BCG, 
a third dose of diphtheria-pertussis-teta" 
nus vaccine, a third dose ol oral polio 
vaccine, mea.sles vaccine and a third 
dose of hepatitis B vaccine. Immuniza- 
tion coverage for TT2 refers to the per- 
centage of pregnant women immunized 
widi two or more doses of tetanus tox- 
oid during pregnancy. 

Source: WHO, 

3.3 Access to safe water refers ro 
the percentage of the population with 
safe drinking-water available in the 
home or with reasonable access to 
treated .surface waters and untreated but 
uncontaminated water such as that from 
protected boreholes, springs and sanitary 
wells. 



Access to adequate sanitation re- 

fers to the percentage of the population 
with adequate excreta-disposal facilities 
that can effectively prevent human, 
animal and insect ctmract with excreta. 
Source: WHO. 

3.4 Unsafe abortion is defined as a 
procedure for terminating an unwanted 
pregnancy either by persons lacking the 
necessary skills or in an environment 
lacking the minimal medical standards, 
or bt)th. The data refer to the number 
of unsafe abortions per 1 000 women 
aged 1 5-49. 

Source: WHO- 

3.5 Regular access to essential 
drugs refers to the percentage of the 
population w^ith regular financial and 
geographical access to the most needed 
essential drugs ( 20-30), whether generic 
or non-generic, in the public or private 
sector. 

Source: WHO. 

4* Education 

4.1 Adult literacy rate. 

Source: World Education Report J 995. 
Paris, Unesco, 1995. 

4.2 Public educorMm cxlycndlture as 
percentage of gross national product 
(QNPj. 

Source: World Education Report 1995, 
Pans. Unesco. 1995, 

5. Economy 

5. 1 Qross national product (QNP) per 
capita t average annual growth rate of 
QNP per capita. 

Source: World Bank. World Developrmni 
Report 1995. New York, Oxford Univer- 
sity Pres.s, 1995, 

5.2 External debt/QNP ratio. 
Source: World Rank. World Debt Tables 
1994-1995. Vol.1- New York, Oxford 
University Press, 1994- 

5.3 Military ex|>enditure as per- 
centage of QNP and military expendi- 
ture per capita. 

Source: World MiUtary Expcndiiures and 
Arms Transfers, 1993-1994. Washington 
DC, US Arms Control and Disanna- 
ment Agency, 1995. 
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Table A L Basic indkatars 
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Algeria 


68 


56 


49 


27 939 


3.6 


55.8 


0.0 


2.6 


865 


362 


304 


20 


25 


Botswana 


66 


60 


40 


1 487 


2.4 


28.1 


0.0 


3.8 


938 


527 


430 


20 


25 


Cape Verde 


66 


62 


46 


392 


4.3 


54.3 


0.0 


2.0 


963 


538 


464 


20 


35 


Mauritius 


71 


18 


17 


1 117 


5.9 


40.6 


-3.1 


6.8 


755 


598 


292 


20 


35 


Americas ; ';>:.-. 




























Argentina 


73 


26 


23 


34 587 


9.5 


88.1 


0.0 


7.1 


639 


597 


300 


20 


30 


Bahamas 


74 


24 


21 


276 


5.1 


86.5 


1.4 


9.0 


628 


603 


300 


25 


25 


Barbados 


76 


15 


9 


262 


11.8 


47.4 


-3.5 


5.0 


505 


316 


216 


10 


20 


Belize 


74 


38 


31 


215 


4.2 


46.8 


-3.6 


2.7 


485 


149 


102 


15 


20 


Canada 


78 


8 


7 


29 453 


11.8 


76.7 


4 2 


6.4 


453 


362 


201 


5 


10 


Chile 


74 


17 


15 


14 252 


6.6 


83.9 


0.0 


7.0 


575 


469 


233 


10 


15 


Colombia 


70 


41 


36 


35 101 


4.5 


72.7 


-1.4 


5.9 


747 


552 


303 


15 


25 


Costa Rica 


77 


15 


13 


3 424 


4.7 


49.7 


1.5 


4.7 


477 


282 


167 


10 


20 


Cuba 


76 


13 


11 


11 041 


8.9 


76.0 


-1.8 


3.8 


513 


382 


271 


10 


15 


Dominican Republic 


70 


48 


37 


7 823 


4.0 


64.6 


-2.3 


4.1 


726 


418 


297 


25 


35 


Ecuador 


69 


58 


47 


11 460 


4.4 


58.4 


0.0 


5.1 


747 


477 


320 


30 


45 


El Salvador 


67 


65 


42 


5 758 


4.1 


45.1 


-4.6 


5.0 


857 


596 


385 


25 


35 


Guatemala 


66 


69 


44 


10 621 


3.5 


41.5 


-2.3 


5.0 


925 


657 


423 


30 


45 


Guyana 


66 


63 


45 


835 


4.0 


36.2 


-8,6 


5.4 


929 


556 


367 


15 


40 


Honduras 


69 


52 


39 


5 654 


3.1 


43.9 


-1.5 


4.7 


798 


554 


398 


25 


40 


Jamaica 


74 


21 


13 


2 447 


6.6 


537 


-8.7 


4.4 


580 


335 


243 


20 


40 


Mexico 


71 


41 


34 


93 674 


4.2 


75.3 


-1.8 


6.1 


679 


498 


262 


25 


40 


Nicaragua 


68 


69 


48 


4 433 


3.1 


629 


3.7 


3.7 


838 


495 


360 


20 


35 


Pananra 


73 


29 


23 


2 631 


5.2 


53.3 


-1.1 


4.4 


596 


388 


246 


15 


25 


Paraguay 


71 


47 


37 


4 960 


3.8 


52.7 


0.2 


3.8 


714 


367 


280 


20 


40 


Suriname 


71 


27 


26 


423 


4.7 


50.4 


-8.5 


5.0 


746 


520 


286 


15 


20 


Trinidad and Tobago 


72 


17 


17 


1 306 


5.7 


71.8 


-3.8 


4.8 


675 


456 


313 


10 


25 


United States ot America 


76 


10 


8 


263 250 


12.6 


76.2 


3.3 


6.7 


505 


464 


260 


5 


10 


Uruguay 


73 


21 


18 


3186 


123 


903 


-1.0 


6.5 


634 


638 


374 


15 


25 


Venezuela 


72 


25 


22 


21 844 


4.1 


92.8 


0.0 


5.8 


645 


467 


258 


15 


35 



Eastern Mediterranean 



Bahrain 


72 


25 


17 


564 


2.7 


90.3 


3.8 


4.3 


650 


330 


228 


15 


20 


Cyprus 


77 


9 


8 


742 


10.1 


54.1 


0.0 


4.5 


466 


287 


138 


5 


10 


Iran, Islamic Republic cf 


69 


62 


32 


67 283 


3.9 


59.0 


-2.4 


1.1 


815 


420 


360 


25 


30 


Jordan 


69 


41 


33 


5 439 


2.7 


71.5 


15.3 


3.9 


837 


463 


357 


20 


30 


Kuwait 


75 


14 


12 


1 547 


1.7 


97.0 


-86.7 


4.0 


525 


191 


117 


15 


30 


Lebanon 


69 


37 


31 


3 009 


5.5 


87.2 


12.8 


3.8 


820 


517 


371 


15 


25 


Oman 


70 


34 


27 


2163 


2.7 


13.2 


3.4 


4.3 


756 


422 


312 


20 


30 


Qatar 


71 


24 


18 


551 


1.5 


91.4 


7.7 


5.4 








10 


20 


Saudi Arat)ia 


71 


31 


26 


17 880 


2.7 


80.2 


-8.8 


3.3 


746 


378 


322 


20 


30 


Syrian Arab Republic 


68 


44 


36 


14 661 


2.8 


52.4 


-1.1 


4.3 


864 


491 


373 


30 


45 


Tunisia 


69 


51 


40 


8 896 


4.4 


57.2 


0.0 


2.1 


825 


405 


337 


30 


40 


United Arab Emirates 


74 


20 


17 


1 904 


1.7 


84.0 


5.6 


2,5 


582 


223 


130 


15 


20 


Europe 
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Albania 


72 


39 


28 


3 441 


5.6 


37.3 


-8.9 


5.8 


641 


341 


175 


10 


15 


Armenia 


73 


23 


20 


3 599 


7.4 


68.7 


0.0 


6.0 


640 


547 


282 


15 


25 


Austria 


77 


8 


7 


7 968 


14.9 


55.5 


5.6 


6.2 


503 


452 


214 


5 


5 


Azerbaijan 


71 


38 


27 


7 558 


5.9 


55.8 


-4.1 


7.7 


709 


611 


286 


20 


30 


Belarus 


70 


19 


17 


10141 


12.6 


71.2 


-1.8 


10.6 


758 


994 


393 


10 


15 


Belgium 


77 


7 


5 


10113 


15.8 


970 


2-1 


6.6 


494 


444 


222 


5 


10 


Bosnia and Herzegovina 


73 


20 


14 


3 459 


7.8 


49,0 


-50.2 


5.5 


641 


506 


272 






Bulgaria 


71 


17 


14 


8 769 


14.5 


70.7 


-2.6 


7.0 


694 


785 


358 


10 


15 


Croatia 


72 


17 


8 


4 495 


12.8 


64.4 


-0.4 


8.5 


708 


798 


320 


5 


5 


Czech Republic 


71 


9 


9 


10 296 


12.5 


65,4 


0.0 


7.2 


731 


751 


365 


5 


10 


Denmark 


76 


8 


7 


5 181 


15.2 


85.2 


1.2 


5.7 


527 


474 


281 


5 


10 


Estonia 


69 


19 


15 


1 530 


12.7 


73.1 


-3.9 


10.9 


782 


1 021 


381 


10 


15 
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1995 


199$ 


Finland 


76 


6 


5 


5 107 


14.1 


63.2 


2.0 


7.7 


522 


543 


201 


5 


5 


France 


77 


9 


7 


57 981 


14.9 


72.8 


1.3 


7.6 


475 


500 


214 


5 


10 


Georgia 


73 


21 


19 


5 457 


11.4 


58.5 


-5,5 


8.2 


628 


702 


300 


15 


16 


Germany 


76 


7 


6 


81 591 


15.2 


865 


72 


6.3 


516 


489 


247 


5 


5 


Greece 


78 


10 


9 


10 451 


15.9 


65.2 


4,1 


5.1 


446 


400 


198 


5 


15 


HunQary 


69 


17 


15 


10115 


14.0 


64.7 


-2,0 


9.3 


806 


1 089 


468 


10 


10 


Iceland 


79 


5 


5 


269 


11.2 


91.6 


0,0 


5.1 


420 


294 


167 


5 


5 


Ireland 


76 


7 


7 


3 553 


11.3 


57.5 


-2.8 


5.5 


531 


391 


219 


5 


10 


Israel 


77 


10 


8 


5 629 


9.5 


90.6 


23.3 


3.8 


494 


307 


196 


5 


10 


Italy 


78 


9 


7 


57187 


16.0 


66.6 


0.7 


6.3 


456 


409 


197 


5 


10 


Kazakhstan 


70 


31 


28 


17111 


7.0 


59.7 


-7.1 


8.7 


756 


737 


330 


20 


30 


Kyrgyzstan 


70 


40 


33 


4 745 


5.8 


38.9 


-5.3 


7.5 


781 


668 


332 


25 


40 


Latvia 


69 


19 


14 


2 557 


13.3 


72.8 


-6.9 


11.7 


793 


1 072 


397 


10 


20 


Lithuania 


70 


17 


13 


3 700 


12.2 


72.1 


-2.7 


11.2 


728 


972 


364 


10 


15 


Luxembourg 


76 


8 


6 


406 


14.0 


69.1 


10.2 


7.4 


519 


494 


213 


5 


5 


Malta 


76 


11 


9 


366 


10.9 


89.3 


0.0 


4.5 


488 


344 


206 


5 


10 


Netherlands 


78 


8 


7 


15 503 


13.2 


89.0 


3.0 


5.8 


453 


338 


201 


5 


10 


Norway 


77 


9 


8 


4 337 


15.9 


73.2 


1.2 


6.6 


470 


389 


197 


5 


5 


Poland 


71 


18 


13 


38 388 


11.0 


64.7 


-1.3 


9.0 


706 


796 


324 


15 


20 


Portugal 


75 


11 


9 


9 823 


14.1 


35.6 


-2.4 


6.8 


556 


519 


238 


5 


10 


Republic o1 Moldova 


68 


28 


25 


4 432 


9.3 


51.7 


-2.3 


8.1 


854 


941 


493 


15 


30 


Romania 


70 


29 


22 


22 835 


11.8 


55.4 


-3.5 


6.7 


732 


769 


380 


10 


15 


Russian Federation 


68 


26 


20 


147 000 


12.1 


76.0 


0.3 


12.0 


858 


1 140 


425 


15 


20 


Slovakia 


71 


14 


12 


5 353 


10.8 


58.8 


0.0 


8.9 


722 


825 


305 


10 


15 


Slovenia 


73 


12 


7 


1 946 


12.4 


63.5 


3.1 


9,6 


650 


769 


274 


5 


10 


Spain 


78 


8 


7 


39 621 


14.9 


76.5 


1.1 


58 


444 


395 


191 


5 


5 


Sweden 


79 


6 


5 


8 780 


17.3 


83.1 


2.3 


5,7 


426 


342 


200 


5 


5 


Switzprlarrl 

V.11W1IC.UI laiiu 


78 


8 


6 


7 202 


142 


60 8 


7.3 


6.4 


437 


361 


190 


5 


5 


Tajikistan 


71 


57 


45 


6101 


4.3 


32.2 


-2.1 


5.5 


714 


438 


278 


30 


30 


The Former Yugoslav Republic 




























of Macedonia 


72 


37 


24 


2163 


8.1 


59.9 


2.9 


6.1 


656 


445 


233 


15 


15 


Ukraine 


69 


20 


16 


51 380 


14.0 


70.3 


0.8 


9.9 


785 


1 032 


427 


10 


15 


United Kingdom 


■7-7 


8 


7 


58 258 


15.5 


89.5 


0.8 


5.0 


499 


403 


262 


0 




Uzbekistan 


70 


48 


39 


22 843 


4.4 


41,3 


-2.9 


6.0 


760 


530 


311 


25 


45 








mm 












- . ' ' 








• 


Democratic People's Republic 




























of Korea 


72 


27 


23 


23 917 


4.6 


61.3 


0.0 


6.4 


710 


442 


278 


15 


20 


Sri Lanka 


72 


20 


16 


18 354 


5.8 


22.4 


-2.2 


4.5 


645 


509 


277 


20 


25 


Thailand 


69 


43 


35 


58 791 


5.0 


20.0 


-2.0 


6.0 


737 


549 


362 


20 


20 


Western Pacific 




« •' ••' 








<- • .• ■ 




.•' 












Australia 


78 


8 


6 


18 088 


11.6 


84.7 


6.3 


5.8 


442 


329 


183 


5 


10 


Brunei Dartissalam 


75 


14 


8 


285 


3.5 


57.8 


0.0 


3.9 


471 


269 


154 


10 


15 


China 


69 


44 


41 1 


221 452 


6.1 


30.3 


-0,1 


3.6 


790 


469 


302 


35 


45 


Fiji 


72 


24 


22 


784 


37 


40.7 


-4.0 


4.3 


683 


398 


285 


5 


10 


Japan 


80 


6 


4 


125 095 


14.1 


77.6 


0.0 


6.1 


388 


340 


186 


5 


5 


Malaysia 


71 


23 


12 


20140 


3.9 


53.7 


0.0 


4,4 


696 


456 


320 


10 


20 


New Zealand 


76 


10 


9 


3 575 


11.3 


86.1 


3.5 


6.0 


518 


410 


236 


5 


5 


Philippines 


67 


48 


39 


67 581 


3.4 


54.2 


-2.8 


3.6 


890 


531 


414 


20 


25 


Republic of Korea 


72 


13 


10 


44 995 


5.6 


81.3 


-0.5 


7.4 


713 


596 


272 


10 


15 


Singapore 


75 


10 


6 


2 848 


6.7 


100 


0.0 


5.1 


542 


345 


207 


5 


5 


Solomon Islands 


71 


30 


25 


378 


2.9 


17.1 


0.0 


4.2 


801 


412 


323 


20 


40 


Vanuatu 


66 


51 


42 


169 


3.6 


19.3 


-3.1 


3.9 


1086 


606 


529 


25 


50 


Viet Nam 


66 


59 


40 


74 545 


4.9 


20.8 


-0.4 


4.6 


931 


580 


390 


20 


25 



Africa 



Angola 


48 


184 


118 


11072 


2.9 


32.2 


4.9 


3.2 


1 


982 


1 


186 


999 


40 


90 


Benin 


48 


161 


83 


5 409 


2.8 


31-3 


00 


3.4 


1 


864 


1 


151 


973 


40 


75 


Burkina Faso 


47 


189 


126 


10 319 


3.1 


27,2 


-1.0 


3.0 


1 


890 


1 


101 


946 


45 


80 


Burundi 


51 


146 


99 


6 393 


3.0 


7.5 


-0.3 


3.5 


1 


704 


1 


041 


913 


35 


60 


Cameroon 


57 


113 


59 


13 233 


3.6 


44.9 


-0.9 


3.0 


1 


373 




864 


715 


40 


75 


Central Alrican Republic 


50 


152 


99 


3 315 


4,0 


39,3 


0.0 


4.9 


1 


754 


1 


195 


961 


45 


80 


Chad 


49 


175 


117 


6 361 


3.6 


21.4 


1.3 


3.2 


1 


890 


1 


168 


988 


55 


90 



STATlSm 















1 


Nel 


Uf« 


Af « oad sex 


Afe ifecffk 


Ritepef 1 000 


MemlMr Slotes* 


•xpeclmcy Uiwer-S 




Total 






ori|ratlM 


•xpt<tancY 


itwAirdized 




ill rare 


IvebktiB 




mrtdfty nMrtaiHy (0001 


65 yms 




nit« 


vt Mrtk (ftMflk 


death rote 


20-M ofeimv 


HeeMM 


1 PortMid 




frt«r$) 


rite 


rst» 




rndthvn orcos 


(^r 1 QOO) 


odv«iHi|0) 


(per 100 000) Mali 


FtMrie 


owrtoBly 


■ertiltty 






1995 


1995 


1995 


1995 


1995 


1990-95 


ipmt] 1995 


1990-95 


1990-95 


1990-95 


1995 


1995 


Comoros 


57 


114 


84 


653 


2.5 


30.7 


0.0 


1,0 


1 417 


796 


762 


45 


60 


Congo 


51 


134 


84 


2 590 


3.3 


58.8 


0.0 


45 


1 631 


1 179 


967 


45 


80 


Cdle d'lvoire 


50 


138 


90 


14 253 


2.7 


43.6 


0.0 


2,3 


1 659 


1 159 


1 011 


30 


55 


Equatorial Guinea 


49 


171 


112 


400 


4.3 


42.2 


0.0 


3,2 


1 831 


1 168 


954 


55 


85 


Eritrea 


52 


150 


100 


3 531 


2.9 


17.2 


-0.6 


32 


1 704 


1 037 


865 


45 


75 


Ethiopia 


49 


174 


1 13 


55 053 


2.9 


13.4 


-0.7 


3,1 


1 900 


1 133 


961 


60 


100 


Gabon 


55 


132 


89 


1 320 


5.8 


50.0 


6.5 


3,3 


1 521 


1 045 


853 


55 


75 


Gambia 


46 


193 


127 


1 118 


2.9 


25.5 


13.3 


3.2 


2 050 


1 216 


1 009 


60 


110 


Ghana 


57 


113 


77 


17 453 


2.9 


36.3 


0.0 


3.6 


1 371 


845 


682 


40 


90 


Guinea 


45 


200 


129 


6 700 


2.6 


29,6 


0.0 


10 


2 115 


1 192 


1 094 


70 


130 


Guinea-Bissau 


45 


207 


135 


1 073 


4.1 


22.2 


0.0 


3.2 


2 182 


1 356 


1 156 


50 


85 


Kenya 


55 


107 


68 


28 261 


2.9 


27.7 


3.1 


2.8 


1 360 


952 


824 


25 


45 


Liberia 


56 


155 


119 


3 039 


3.7 


45.0 


0.0 


3.0 


1 382 


938 


751 


65 


130 


Madagascar 


58 


125 


93 


14 763 


2.8 


27.1 


0.0 


3.0 


1 393 


761 


622 


40 


65 


Malawi 


45 


215 


139 


11 129 


2.7 


13.5 


3.9 


1.2 


1 940 


987 


914 


40 


70 


Mali 


47 


188 


154 


10 795 


2.6 


27.0 


0.0 


3.3 


2 001 


1 161 


987 


50 


100 


Mauritania 


52 


145 


95 


2 274 


3.2 


53.8 


0.0 


3.2 


1 628 


986 


837 


50 


95 


Mozambique 


47 


179 


143 


16 004 


3.2 


34.2 


-2.6 


3.0 


1 963 


1 295 


1 127 


65 


106 


Namibia 


60 


94 


55 


1 540 


3.7 


37.4 


0.0 


2.5 


1 237 


774 


636 


35 


60 


Niger 


AO 


186 


119 


9 151 


2.4 


17.0 


0.0 


3.3 


1 976 


1 153 


970 


50 


100 


Nigeria 


51 


149 


81 


111 721 


2.8 


39.3 


0.0 


3.2 


1 695 


1 044 


870 


40 


90 


Rwanda 


47 


162 


108 


7 952 


2.5 


6.1 


-1.6 


2.9 


1 889 


1 271 


1 111 


40 


65 


Senegal 


50 


160 


65 


8 312 


2 9 


42.3 


-1.8 


2.0 




1 uuo 


914 


35 


80 


Sierra Leone 


40 


246 






30 


36.2 


0.0 


3.1 


2 561 


1 520 


1 oU 1 


40 


80 


Swaziland 


59 


103 


70 


855 


2.6 


31.2 


0.0 


4.6 


1 317 


801 


601 




OD 


luyu 


56 


121 


81 


4138 


0.1 


oU.o 


0.0 


3.6 


1 434 


892 


722 


45 


90 


Uganda 


44 


1 7/1 


1 1 J 


H OUT 


2,4 


12.5 


1.5 


2.3 


2 092 


1 451 


1 314 


40 


70 


United Republic ot Tanzania 


Oc. 


128 


83 


29 685 


2.6 


24.4 


0.0 


2.9 


1 588 


1 084 


935 


40 


65 


Zaire 


52 


133 


89 


43 901 


2.9 


29.1 


-1 2 


3.1 


1 594 


1 055 


912 


50 


80 


Zambia 


48 


141 


102 


9 456 


2.4 


43.1 


0.2 


1^5 


1 807 


1 338 


1 91^; 
1 c 1 D 


40 


70 


Zimbabwe 


52 


104 


66 


11 261 


2.8 


32.1 


1.4 


2.4 


1 495 


1 134 


1 niR 

1 U 1 u 


9*i 




Americas :^-:5?-l;;lhc^; 




























Bolivia 


60 




/U 


/ ^414 


3.8 


60.8 


-1.4 


3 3 


1 220 


782 


622 


35 


55 


Haiti 




107 


82 


7180 


3.9 


31.6 


-3.1 


3.4 


1 381 


901 


809 


55 


95 


Eastern Mediterranean 




























Afghanistan 


44 


251 


159 


20141 


2.8 


20,0 


29.6 


1.0 


2 303 


1 160 


1 028 


90 


120 


Djibouti 


49 


156 


110 


577 




82.0 


0.0 


3.3 


1 782 


1 128 


931 


65 


75 


Somalia 


48 


180 


117 


9 250 


2.7 


257 


-19.0 


3.2 


1 928 


1 148 


963 


70 


120 


Sudan 




115 


75 


28 098 


2.9 


24.6 


0.0 


CO 


1 555 


1 017 


892 


45 


55 


Yemen 


51 


159 


114 


14 501 


2.4 


33.6 




n ^ 

U.J 




989 


969 


45 


70 


South-East Asia 




























Bangladesh 


57 


148 


102 


120 433 


3.1 


18.3 


-2.3 


0.0 


1 408 


609 


575 


65 


85 


Bhutan 


52 


149 


115 


1 638 


3.5 


6.4 




0.0 


1 703 


1 129 




75 


100 


Myanmar 


59 


99 


78 


46 527 


4.1 


26.2 


0.0 


o.o 


1 320 


858 


707 


35 


55 


Nepal 


55 


126 


93 


21 918 


3.4 


13.7 


o'o 


-0.5 


1 557 


944 


923 


55 


75 


wtrSivrii raciiic 




























Cambodia 


53 


142 


109 


10 251 


2.6 


20.7 


0.3 


2.8 


1670 


955 


882 


50 


65 


Lao People's Democratic 




















Republic 


52 


148 


91 


4 882 


3.0 


21.7 


0.0 


3.0 


1 721 


1 092 


928 


70 


90 


Papua New Guinea 


57 


84 


65 


4 302 


2.9 


16-0 




1 .0 


1 508 


1 074 


976 


30 


55 


(Mier WHO Member Statet 




























Africa 




























Lesotho 


62 


84 


74 


2 050 


4.0 


23.1 


0.0 


5.0 


1 146 


763 


563 


40 


65 


Sao Tome and Principe 








133 




46.7 










Seycheltes 








73 




54.5 
















South Atrica 


64 


76 


50 


41 465 


4'4 


50.8 


ai 


6^0 


1 027 


746 


506 


30 


55 



m WORLD HEALTH RtmT 1996 



Member States' 



Lif« 

ex|>«clBicY UMlar-S Infaiit 

fli Urili DMrtality morrdiry 

(years) rote rate 

IWS IWS 1W5 



ToiBi 
(0001 

19« 



45 year> ttboi 
aid tkme areas 
1995 199S 



Mel UU A^e and s«x A|e specific Rite per 1 tOC 

migralioR expaclaicy stondordized diathrata liire brtfcs 

rate at birlk (faaaU deothrote 20-64 ay y «f Neonoral Periiotnl 

(fiarlOOO) odvoitoge) (|Mr 100 000) Mdc Fennle norlofily aerlility 

mO-9S {yeflfs) 1995 1990^5 1990-9S 1990-9S 199S 1995 



Americas 

Antigua and Barbuda 

Brazil 

Dominica 

Grenada 

Peru 

Saint Kitts and Nevis 
Saint Lucia 
Saint Vincent and 
the Grenadines 



67 
67 



70 
73 



66 

56 1 51 790 
71 
92 
23 780 
41 
142 

112 



61 



5.2 



4.1 



78.2 



72.2 
42.4 
48.1 

47.0 



0.0 4.6 844 554 441 30 45 



-1.1 3.9 891 479 335 30 35 



Eastern Mediterranean 

Egypt 

Iraq 

Libyan Arab Jamahiriya 

Morocco 

Pakistan 

Europe •• - 

Monaco 

San Marino 
Turkey 

Turkmenistan 
Yugoslavia 

South-East Asia --^ 

India 

Indonesia 

Maldives 



65 


73 


61 


62 931 


4.2 


44.8 


1.0 


2.5 


998 


534 


448 


35 


45 


67 


62 


52 


20 449 


3.0 


74.6 


-6.7 


3.0 


885 


538 


428 


25 


40 


64 


84 


62 


5 407 


2.6 


86.0 


0.8 


3.5 


1 027 


562 


386 


35 


50 


64 


80 


62 


27 028 


4.1 


48.4 


0.0 


3.5 


1 012 


524 


407 


35 


45 


63 


107 


82 


140 497 


3.0 


34.7 


-3.4 


2.1 


1 094 


483 


399 


55 


70 








32 




100 






















26 




94.2 
















68 


63 


58 


61 945 


5.0 


68.8 


d!o 


4^1 


857 


486 


341 


30 


50 


66 


68 


55 


4 099 


4.2 


44.9 


-1.5 


6.8 


940 


656 


377 


40 


60 




























62 


102 


77 


935 744 


4.6 


26.8 


-0.1 


0.2 


1 147 


623 


523 


50 


65 


64 


65 


52 


197 588 


4.3 


35.4 


-0.8 


3.6 


1 052 


681 


546 


35 


45 


63 


71 


54 


254 


3.9 


26.8 


0.0 


-2.6 


1 109 


583 


491 


30 


45 



Western Pacific . 

CgoI( Islands 19 

Kiribati 79 

Marshall islands 54 

Micronesia, Federated States of ... 124 

Mongolia 55 69 55 2 410 

l\lauri! 11 

Niue 2 

Patau 17 

Samoa 69 74 61 171 

Tonga 9B 

Tuvalu 10 



3.4 



3,5 



60.4 
35.7 
69.1 
28.0 
60.9 
100 
29.4 
70.6 
21 0 
41.1 
46.2 



0.0 



-20.4 



2.8 



3.4 



983 



599 487 



35 



10 



35 



20 



" ltcli':s indicate less populous A^ember States '.undef 1 50 DOO populotian in 1 990). 

Ihe three torgets in WHO's strulegy for health fcf all by the year 200Q relaling to heoMi status ore: life expwtoncy at birth above 60 yoors; under-S moftolity rate below 70 per 1 000 live bilhs; infant 

mortdltty fote d«Iov/ 50 p€r 1 000 live biittts. 
... DotQ not OMoiloble oi not applicable. 



STATtSJICS 



Table A2. Bask indkators 

[stimotes ore obtoined or derived from televont WHO progrommes or from responsible intemotionQl ogericies for the oreos of their concern 



Member Sfales' 



MaNnicI lisHrvfloRol Ikderwefghr 

mortdity ratio lelal dalivsry prevalsna 

(pregmmcy- fcrliity (p«r 100 anwn| presdMol 

rctoltd) rait live births) diiyrei {%) 

mo 1995 im 1995 



hnmmizalfon covcrige 1%) 1995^ 



ChiMrM iiwnuiized by ofe 17 HMlhs Prt^Ml v 

KG DPT 3 OrV3 Measles' HBV3 Tetims toxoM 2« 



■inber) 

1994 



; : WHO Mamlior StiOas iftfhipis ,alHi|%all4iige lifu^rlprrall target^ . 



















Africa 



Algeria 


160 


3.6 


60 


10-19 


93 


75 


75 


69 




36 


10 000 


Botsv/ana 


250 


4.7 


65 


10-19 


81 


78 


78 


68 




56 


125 000 


Cape Verde 




4.1 


50 


10-19 


80 


73 


73 


66 




98 




Mauritius 


120 


2.3 


75 


<10 


86 


89 


89 


85 




78 


500 


Americas ^".i:"=\i.'-^!;:'(;.::'ir:'.it''.i 
























Argentina 


100 


2.7 


8G 


< 10 


96 


66 


70 


76 


... 


... 


60 000 


Bahamas 


100 


2.0 


... 


10-19 




91 


91 


88 




68 


6 000 


Barbados 


43 


1.8 


98 


< 10 




93 


93 


100 




100 


4 000 


Belize 




3.9 


... 


< 10 


92 


83 


83 


87 






2 000 


Canada 


6 


1.9 


99 


< 10 




93 


89 


98 






30 000 


Chile 


65 


25 


98 


< 10 


91 


92 


92 


93 






10 000 


Colombia 


100 


2.6 


65 


<10 


99 


91 


92 


77 




14 


40 000 


LrUold nll/d 


QO 






< lU 




00 


OH 






Qn 


Q nnn 

9 'JLAJ 


Cuba 


95 


1.8 




<10 


99 


100 


96 


100 




55 


1 300 


Dominican Republic 


110 


2.9 


90 


<10 


88 


100 


94 


100 




87 


40 000 


Ecuador 


150 


3.3 


50 


<10 


95 


80 


78 


100 




19 


16 000 


El Salvador 


300 


3.8 


50 


<10 


100 


100 


94 


94 




47 


15 000 


Guatemala 


200 


5.1 


20 


10-19 


79 


78 


83 


84 




33 


20 000 


Guyana 




2.4 




10-19 


94 


90 


90 


83 




47 


6 000 


Honduras 


220 


4.6 


40 


10-19 


99 


96 


96 


90 




48 


40 000 


Jamaica 


120 


2.2 


80 


< 10 


100 


93 


93 


82 






12 000 


Mexico 


110 


3.0 


65 


<10 


98 


92 


92 


90 




42 


200 000 


Nicaragua 


160 


4.8 


45 


10-19 


100 


85 


96 


81 




49 


1 500 


Panama 


55 


2.8 


85 


<10 


99 


86 


86 


84 




24 


8 000 


Paraguay 


160 


4.1 


55 


<10 


89 


77 


77 


76 




87 


2 600 


Suriname 




2.5 




< 10 




74 


71 


67 




99 


2 500 


Trinidad and ToDago 


90 


2.3 


96 


<10 




81 


78 


87 




19 


6 000 


United States of America 


12 


2.1 


99 


< 10 




94 


84 


89 






700 000 


1 Iriinii/tv 


85 


2.3 


95 


< 10 


99 


86 


86 


80 




13 


5 000 


Vpnpjiipla 


120 


31 




< 10 


95 


63 


73 


94 






35 000 


Eastern Mediterranean 
























Bahrain 


60 


3.6 




10-19 




92 


90 


89 


89 


45 


500 


Cyprus 


5 


2.4 




<10 




96 


96 


83 


68 


57 


1 000 


Iran, Islamic Republic of 


120 


4.8 


60 


10-19 


99 


97 


97 


95 


81 


82 


1 000 


Jordan 


150 


5.4 


80 


<10 




100 


99 


92 


70 


24 


600 


Kuwait 


29 


3.0 


97 


<10 




100 


100 


93 


94 


21 


1 000 


Lebanon 


300 


2.9 




<10 




92 


92 


88 






1 350 


Onnan 


190 


6.9 




20-29 


96 


99 


99 


98 


99 


95 


1 000 


Qatar 




4,1 


99 


< 10 


96 


91 


91 


86 


90 




290 


Saudi Arabia 


130 


6.2 


85 


10-19 


93 


97 


97 


94 


94 


62 


1 000 


Syrian Arab Republic 


180 


5.6 


55 


10-19 


100 


100 


100 


98 


76 


76 


700 


Tunisia 


170 


3.0 


70 


<10 


75 


90 


90 


89 




46 


2 000 


United Arab Emirates 


26 


4,1 


90 


<10 


98 


90 


90 


90 


90 




2 000 


Europe 












«. . • 


'A ■•: i't 










Albania 


65 


2.8 






97 


97 


98 


91 


88 




100 


Armenia 


50 


2.5 






83 


83 


92 


95 






20 


Austria 


10 


1.6 




<ib 




90 


90 


60 






8 000 


Azertaijan 


22 


2.4 






50 


90 


94 


91 






50 


Belarus 


37 


1.7 






94 


90 


91 


96 






200 


Belgium 


10 


1.7 




<10 




97 


94 


70 






10 000 


Bosnia and Herzegovina 




1.6 






85 


67 


69 


57 






750 


Bulgaria 


27 


1.6 




< 10 


98 


100 


94 


93 


94 




300 


Croatia 




1.7 




<10 


97 


87 


87 


90 






300 


Czech Republic 


15 


1.8 




<10 




96 


98 


96 






2 000 


Denmark 


9 


1,7 




<10 




89 


100 


88 






4 000 


Estonia 


41 


1.6 




<10 


99 


84 


89 


81 






40 



IH1 



m WORLD HEALTH MFOm im 





Nflttcnid 










h 


w wiirrtH 








HIV 


Member Slates* 


mortdity raKo 


Tttd 




pr«vd«fKe 














prrraleiK*' 




hfllilty 


(p«rlOO 


amtRf prasdKMl 


c 


lUrw iMMiiieJ by «f» 12 ■•■( 


Iks 


pr«9MMt weiMi 


1 {tsrinaredl 




rdated) 


mte 


live Iklks) 


cUdra 








— - 






nnber) 




19W 


IMS 


199D 




KG 




orv3 


Meoslts^ 


HIV3 


Tetams toxoM 2* 1994 


riniand 


11 


4 t\ 

1.9 


... 


, 4f\ 

< 10 


4 nn 

100 


100 


100 


98 






tXJU 


France 


15 


1.7 


„. 


< 10 


78 


89 


92 


76 






90 DOO 


Georgia 


33 


2.1 




... 


30 


58 


82 


63 






500 


Germany 


22 


1.3 




< 10 




80 


80 


75 






4o UUl) 


Greece 


10 


1,4 


99 


< 10 


50 


78 


95 


70 


2 




0 UOO 


Hungary 


30 


1.7 


... 


< 10 


100 


100 


100 


100 






J UUll 


Iceland 


0 


2.2 


... 


< 10 




98 


99 


98 








Ireland 


10 


A 4 

2.1 




< 10 




65 


63 


78 






1 /UO 


Israel 


7 


2.0 


97 


< lU 




92 


93 


94 






I UUl) 


Italy 


12 


1.3 


95 


< 10 




50 


98 


50 


95 




on nnn 
yU UUl) 


KazaKiistan 


on 


2.4 


... 




ob 


80 


75 


72 






Oil 


Kyrgyzstan 


44t\ 

no 


3.5 


... 


... 


98 


83 


85 


89 








Latvia 


40 


4 C 

1.D 


... 




100 


65 


70 


85 


3 




4t\t\. 


Lithuania 


3d 


1.0 


... 




y/ 


96 


89 


94 






200 


Luxembourg 


0 


4 7 

1,7 


... 


< 10 


... 


95 


90 


80 








Malta 


... 


2.1 


... 


< 10 


77 


63 


83 


90 






200 


Netnerlands 


12 


1.6 


... 


< 10 




97 


97 


95 






3 000 


M or way 


6 


2.0 


... 


< 10 


... 


92 


92 


93 






1 <100 


Poland 


19 


1.9 


... 


< 10 


94 


95 


96 


96 


82 




lU UUU 


Portugal 


15 


1.6 


... 


< 10 


94 


93 


95 


94 


6 




0 UUO 


Republic of Moldova 


60 


2.1 


... 




98 


96 


99 


98 


19 




4U 


Romania 


130 


1.5 


... 


< 10 


100 


98 


94 


93 


... 




DUU 


Russian Federation 


75 


4 c 

1.5 




< 10 


96 


72 


88 


91 






3 000 


Slovakia 




1.9 


... 




yo 


99 


98 


99 






250 


Slovenia 


13 


4 c 

1.5 


... 




99 


98 


98 


91 






150 


Spain 


7 


4 O 

1.2 


... 


< 10 


... 


88 


88 


90 


45 




120 000 


Sweden 


7 


Q 4 




< 10 


... 


QQQ 


QQ 








3 000 


Switzerland 


6 


1.6 




<10 




89 


95 


83 






12 000 


Tajikistan 


130 


4.7 


... 


... 


98 


95 


92 


90 






25 


1 iiu ruriiicr lugobidv 
























Republic of Macedonia 




2.0 






90 


87 


96 


85 


34 




500 


Ukraine 


50 


1.6 






92 


94 


95 


96 






1 500 


United Kingdonfi 


9 


1.8 


... 


<ib 




92 


94 


92 






25 000 


Uzbekistan 


55 


3.7 


... 




93 


65 


79 


71 






100 


Soulh-East Asia 
























Democratic People's Republic 
























ot Korea 


70 


2.3 


99 


10-19 


99 


96 


99 


98 




95 


100 


Sri Lanka 


140 


2.4 


60 


>30 


89 


91 


91 


88 




81 


5 000 


Thailand 


200 


2.1 


45 


10-19 


98 


93 


93 


86 


57 


86 


700 000 


Western Pacific 
























Australia 


9 


4 A 

1.9 


... 


< 10 




95 


72 


86 






11 000 


Brunei Darussalam 


60 


2.9 


... 


20-29 


100 


100 


100 


100 


100 


50 


300 


China 


95 


2.0 


45 


10-19 


94 


93 


94 


89 




11 


10 000 


Fiji 


90 


2.9 


... 


< 10 


100 


97 


99 


94 


82 


100 


150 


Japan 


18 


1.5 


100 


< 10 


91 


85 


91 


68 






6 200 


Malaysia 


80 


3.4 


60 


20-29 


100 


90 


90 


81 


86 


79 




New Zealand 


26 


2.1 


100 


<10 


20 


84 


84 


87 


81 




1 200 


Philippines 


280 


3.8 


25 


>30 


91 




ow 


OD 




48 


18 000 


Republic of Korea 


130 


1.8 


90 


10-19 


93 


93 


93 


92 






2 000 


Singapore 


10 


1.7 


99 


<10 


97 


95 


93 


88 


91 




1 200 


Solomon Islands 




5.2 






77 


69 


68 


68 




67 




Vanuatu 


280 


4.5 






86 


74 


74 


53 


69 


10 




Viet Nam 


160 


3.7 


80 


>30 


96 


93 


94 


95 




82 


25 odb 


ilipOMenitier Stales witti values tie^^iN^ afltftree M^alt^ ^>i^9^!f:^i^^^v. 
















Africa 
























Angola 


1500 


6.9 


15 


20-29 


4U 


21 


23 


32 




14 


48 000 


Benin 


990 


6.9 


20 


20-29 


91 


79 


79 


72 




77 


27 000 


Burkina Faso 


930 


6.3 


30 


20-29 


78 


47 


47 


55 




39 


300 000 


Burundi 


1300 


6.5 


20 


>30 


69 


57 


54 


44 




30 


75 000 


Cameroon 


550 


5.5 


60 


10-19 


62 


48 


50 


31 




13 


175 000 


Central African Republic 


700 


5.5 




>30 


67 


40 


43 


70 




13 


85 000 


Chad 


1 500 


5.7 




>30 


43 


18 


18 


24 




54 


75 000 



mmjKs 





Matcml 




Institvtiofid 


Uidtrwiight 






mnMizati 




(%) 1995'' 




HIV 


Member Starts' 


■ortilly ralto 


Totil 


d«lv«ry 


previlence 














prevdente' 




Ferfllity 


(par 1 00 


omaiig pr»»choel 
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50 


50 
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75 
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7.1 
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40 


57 




22 
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64 
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99 


93 


97 


88 


56 


92 
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5.7 
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85 


71 


71 
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73 
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66 
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5.6 
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55 


15 000 
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92 


84 


84 
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6.6 


55 


20-29 


84 


43 


45 


44 
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66 
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19 
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65 
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98 


79 


78 


79 
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5.7 


55 
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86 


79 


78 


75 
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51 


35 


36 
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20 
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5.7 
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90 


76 
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4.6 
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89 
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20 


>30 
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15 


12 
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50 


Djibouti 
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5.6 


75 
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71 


49 


49 
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27 
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2 
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31 


18 


18 
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5.6 


10 
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88 


76 


77 
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65 
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6.4 


20 


5:30 


57 


51 


60 


65 




34 


550 
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35 
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55 
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Sao Tome and Principe 
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79 


79 
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73 
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South-East Asia 
























India 
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Indonesia 
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91 


89 
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64 


50 000 
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Western Pacific 
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Marshall islands 
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88 
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^ Italic indicofe less populous Wembei Stales {uider ] 50 000 aopulctioi in 1 ?90). 

^ Figu'es refer to B(G, diphttieria-pertussis-tetanus (third dose), ofol fwliovirus (thifd dcse', measles, hepatiris B (third dose) and tetanus toxoid (second dose). 

^ Estimates oiil/ for countries with an odult pcpulation in 1994 of over 100 000. 

^ In some countries measles immunizotion h given at, or loter ifion. 1 2 months ond up tD 2 yenrs. 

^ TT boosters included or child i)rolected flt birlK 

' The three targets in V/HO's strategy 'or haolth for all by lie year 2000 relotinQ to hedlth status are: life expettuncy at birtii atwve 60 years; under-5 mortality rote below 70 |)ei I 000 live births; infont 

mortality rate helow SO per 1 000 live births. 
5 DTonly 

...Dato not available or not ^pplicoble. 
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Table A3. Bask tndkators 

Estimates ore obtained of derived from relemt WHO programmes or from responsible internotionol agencies for the areas of their concern 
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Oman 


7 


304 


16 873 


0 


163 


0 


56 


72 






4 850 
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5 
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37 
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74 
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Angola 


35 


7157 




4 


5 480 


814 


Benin 




2119 




7 


5 963 


76 



% of popilatton 
with PMiss to 



1994-95 



A^irft Iterocy 
ntt 1995 



GNP |Nr capilo Average 



sonitfllioi 

1994-95 
totd 



loth 
s»x«s 



USS 



1998 



AtMroga 
■nnMol 

1%) 



rafio «xp«imr« 
|%GNP} (%GNP) 
1993 



57 



46 

77 



84 



38 



32 



66 



75 



21 



16 







2 710 




27 


9 fi 






26 730 


2.0 




9 n 


99.8 


99.8 


3 080^ 


-2.2 ^ 


2 


4 4 






19 300 






9 9 






99 4Qn 






0."T 


99.6 


99.4 


58Qd 


-6.6 ^ 


g 








23 560 


2.1 ® 




9 9 


96,7 


95.3 


7 390 


n Q 




O.J 


99 2 


99 Q 




1 9 


fi7 


9 n 






24 950 


1.2 




n n 






11 nnn 


fi 

O.D 




1 






13 920 


9 0 




Q 1 


98.1 


97.6 


19 840 


9 1 




9 1 






1 560^ 


-1.6 ^ 


3 


U.iJ 






850 d 


0.1 ^ 


7 


U.J 






2 010^ 


-0 fi d 


2 


0 Q 


99 5 


99.3 


1 320^ 


-2.8 ^ 


2 


5.5 






37 320 


2*8 




0.8 






7 970 


3^2 


25 








20 950 


1.7 




2A 






9'^ Q7n 


9 9 




0. 1 


99 7 


99.7 


9 ?fin 

^ C.\JU 


U.*f 


fin 


9 9 


89 6 


87.0 


1/ 1 ou 


o.o 






98^9 




1 060° 


-2.0^ 


2 




97.9 


96^9 


1 140 


-2.4 


13 


2.5 


99.5 


99.4 


2 340^ 


-^.o^ 


19 


14.6 






1 950 




28 


2.4 






6 490 




18 


1,3 


97^1 


96^1 


13 590 


2.7 




1.8 






24 740 


1.3 




2.8 






35 760 


1.1 




1.7 






470^ 


-3.6 ^ 


1 








820 








988 




2210^ 


6.2^ 


2 








18 060 


2.3 




16 






970^ 


-0.2 <^ 


2 


... 


... 


^, . 










90.2 


87.2 


600 


2.7 


68 


4.8 


93.8 


91.6 


2 110 


6 4 


38 


2.9 






17 500 


15 




2.6 


88!2 


83!4 










81.5 


72.7 


490^ 


82 


19 


27 


91.6 


893 


2 130 


0.5 


22 


1.6 






31 490 


3.4 




1.0 


815 


781 


3140 


3.5 


38 


4.3 






12 600 


0.7 




1.5 


94*6 


943 


850 


-0.6 


64 


2.2 


98.0 


96.7 


7 660 


8.2 


14 


3.6 


91.1 


86.3 


19 850 


6 1 




4.8 






740 


2.6 


45 








1 230 


0.5 


39 




93J 


9l"2 


170 




217 
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81 




37^0 


25;8 


430 


-OA 


69 


l"2 



SJAHSnCS 



H of pipilatiM GNP fm copHo Awtg* 
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■ ■C 9mV\nK^ 








AM 


iHtrocy 






























1995 
























soft 










oimmI 


Mt 


Mllriry 




AIDS 


Ibbcrcdlttsit 






Am ties 


NMMtol 


wottr 


soyiaHon 


Ivrii 






growHi 


roHo 


■xpamlts 
















1994-9S 


1994-95 








(%} 


(HGNP) 






1995 


1994 


1993 


199S 


1991 


1994 


ttlfll 


told 






1991 


191^3 


1991-93 


1991 


Burkina Faso 




... 




12 


2 824 


19 




14 


19.2 


9.2 


300 


0.8 


37 


2.2 


Burundi 




3 840 




0 


7192 


26 






35.3 


22.5 


180 


0.9 


95 


2-1 


Cameroon 




7312 




2 


1 548 


69 






63.4 


52.1 


820 


-2.2 


65 


2.1 


Central African Republic 


173 


... 




4 




8 






60.0 


52.4 


400 


-1.6 


68 




Chad 


592 






192 


9 373 


614 


29 


32 


48.1 


34.7 


210 


3.2 


56 




Comoros 




494 




0 


2 


9 






57.3 


50,4 


560 


-0.4 


69 




Congo 




3 080 




0 


226 


8 






74.9 


67.2 


950 


-0.3 


213 


5'8 


cote d'lvoire 








87 








54 


40.1 


30.0 


630 


-4.6 


223 




Equatorial Guinea 


98 


356 




0 


270 


5 




50 


78.5 


68.1 


420 


1.2 


185 




Eritrea 


370 






10 


541 




















Ethiopia 


3 867 


99 329 




199 


1 133 








35^5 


253 


l66 




77 


4^4 


Gabon 


265 


1 034 














63.2 


53.3 


4 960 


-16 


81 




Gambia 


42 






0 






61 


34 


38.6 


24.9 


350 


-0.2 


111 


07 


Ghana 


904 


8894 




28 


34 821 


128 


56 


42 


64.5 


53.5 


430 


0.1 


67 




Guinea 


133 


3241 




26 


437 


16 


49 


6 


35.9 


21.9 


500 




94 


... 


Guinea-Bissau 




1 647 


158 748 


0 


378 


18 


57 


20 


54.9 


42.5 


240 


2^8 


302 




Kenya 


637 


22 930 




12 


4180 


50 






78.1 


700 


270 


03 


103 


3^5 


Liberia 




1 764 




0 


571 


59 


40 


24 


38.3 


22.4 






158 




Madagascar 


4 


10671 




5 


14164 


6 


32 


17 






220 


-2!6 


158 


i"i 


Malawi 


3 386 






0 


2164 


14 


54 


63 


56^4 


418 


200 


■12 


87 


1.0 


Mali 




3 076 


295 737 


26 


2183 


18 


44 


44 


31.0 


23.1 


270 


10 


101 


2.2 


Mauritania 


16 






1 


2 668 


4 






37.7 


26.3 


500 


-08 


213 


4.1 


Mozambique 


455 


27 885 




0 


9618 


56 


28 


23 


40.1 


233 


90 


-15 


424 


7.6 


Namibia 








28 


133 


9 










1 820 


0,7 




2.3 


Niger 




3784 




40 


48 685 


28 


57 


15 


13^6 


6^6 


270 


-4.1 


73 


1-5 


Nigeria 




8449 




92 


95 915 


419 


43 


38 


57.1 


47.3 


300 


-0.1 


106 


0.6 


Rv/anda 








1 


5 999 


0 






60.5 


51.6 


210 


-1,2 


56 


9.0 


Senegal 


128 


5913 




0 


5 944 


24 






33.1 


232 


750 


0,0 


64 


2.4 


Sierra Leone 


29 


£. 3D4 




U 




Do 






'^1 A 
0 1 .H 


1 ft 9 


1 ou 




907 


cc 


Swaziland 


58 




... 


0 


610 


0 






76.7 


75,6 


1 190 


2.3 


27 


2A 


Togo 


853 


1 137 




5 


4 721 


16 


67 


20 


51.7 


37.0 


340 


-2.1 


92 


3-9 


Uganda 




26 994 




85 


46 192 


494 




60 


61 8 


50 2 


180 




92 


1 4 


United Republic ot Tanzania ... 


34 799 


1 243 217 


17 


3 558 


25 


... 




67.8 


56.8 


90 


ai 


273 


3.8 


Zaire 








475 


12 573 


306 


25 


9 


77.3 


677 






169 




Zambia 








6 


13 352 


4 


47 


42 


78.2 


71 3 


380 


-3^1 


239 


l"9 


Zimbabwe 


2746 


... 


877 734 


0 






... 




85.1 


79.9 


520 


-0,3 


69 


4.3 


Americas 






'•;:>■' 
























Bolivia 


4 


9 431 


27 475 


0 


719 


21 


60 




83 1 


76.0 


760 


-0,7 


83 


2-4 


Haiti 






853 


0 






28 


24 


45^0 


42^2 






26 




Eastern Metfilerranaan 








yi In-' 






















Afghanistan 














10 


8 


31.5 


15.0 










Djibouti 


119 


3311 


1 007 


b 










46.2 


32 7 


780 




45 


6.0 


Somalia 




2023 


3 049 




















301 




Sudan 


174 






22 


963 


70 






46^1 


34!6 






193 




Yemen 


9 


11 464 


39 396 


46 


35 


3 














70 


... 


South-East Asia 






























Bangladesh 


6 


48 274 


125 402 


207 


9 343 


469 


83 


30 


38.1 


26.1 


220 


2,1 


56 


1.4 


Bhutan 


0 


1 159 


28 116 


0 


680 


1 


21 


22 


42.2 


28 1 






35 


0.5 


Myanmar 


185 


15 583 


113 000 


18 


1 855 


48 


39 


42 


83^1 


77.7 






15 




Nepal 


16 


15 572 


16 380 


2 


775 


4 


48 


22 


27.5 


140 


190 


2.0 


62 


\a 


Western Pacific :'ii5 






























Cambodia 


76 


15172 


99189 


98 


946 


147 














20 


3.3 


Lao People's Democratic 






























Republic 


3 


1 135 


41 787 


11 


1 385 


10 


41 


30 


56.6 


44.4 


280 




163 


7.9 


Papua New Guinea 


32 


5 335 


66 797 


0 


6 821 


159 




26 


72.2 


62.7 


1 130 


a6 


80 


1.8 



m WORLD HEALTH RIFORT 1996 
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ReiMrtd mwi of i«lcthd dbMsts liurlng tIm sp«dfM ytv 



AIDS libcrcdtsis Mdorln Pslie^ MmiIm NaoMliii uratN soRitiilion 

letciMs 1994-95 1994-9S 
1995 1994 1993 1995 im 1994 total told 



% •f papviatioii 

with KtMS to 

safe 



Adult Itcracy 
rate 1995 



GNP per ayita 



uss 



Average 
iiniKil 
exlfiriol 



Beth Femile 
Mxei 



Avenge 

nraol ddbt Mililary 

grewth ratio expendilor* 

(%) (% GNP) 1% GNP^ 

1993 19e0-93 1991-93 1993 















■5y Hi V ^J 


W W 5 










*< ^tf 'U *!A U 


Africa 






V. ■ .:. . .■- 
























UGovJll IVJ 








n 

V 


ui 0 


n 

u 


J* 




71 'I 






A C 
-U.D 


41 




Sao Tome and Principe 


"4 




















350 


-3.6 


558 








... 


... 


U 


Q 


U 












3.4 


44 




South Africa 


1 120 


90 292 




0 


3 390 


19 




46 




817 


2 980 


-0.2 




27 


Americas iif 




••>'»:• "{">.•: x—:-' 


























AntioLiA and Barbuds 


1 






0 


0 




95 
















Brazil 






4RR 1 c>n 

tUU 1 c7U 


0 




1 J 1 






00.0 




L. iJOy) 


A 0 


do 


1 . 1 


Dominica 




/2 




0 














2 720 


46 


51 




Ui uilaUa 








n 
u 


Q 
















58 




Peru 


189 


48 601 


95 222 


0 


665 


129 


60 


47 


887 


83^0 


1 490 


-27 


63 


l!8 






2 




0 














4 410 


5.4 


25 






7 


24 




0 


^? 












3380 


4.4 


21 




Sa/V?f Vincent and the 






























Grenadines 


5 


0 




0 














2 120 


5.0 


33 




Eastern Mediterranean 






























Egypt 


7 


3 911 


17 


47 


1 444 


993 






51.4 


38.8 


660 


2.8 


117 


4.3 


Iraq 


6 




49 823 


34 


10 657 


89 


45 


36 


58.0 


45.0 










Libyan Arab Jamahiriya 






136 


0 






30 


18 


76.2 


63.0 








5^1 


Morocco 


31 


30 316 


198 


0 


3 512 


9 






43.7 


31.0 


1 040 


l!2 


80 


4.5 


Pakistan 


6 




92 634 


460 


1 421 


1 842 


60 


30 


37.8 


24.4 


430 


3.1 


49 


6.4 



Europe M 

Monaco 
San Marino 
Turkey 

Turkmenistan 
Yugoslavia 



3 
8 



47156 



0 

28 21 995 
8 2 552 



82.3 72.4 2 970 



2.4 



51 

0 



5.8 



South-East Asia 



India 


1 210 


1 114 374 


2 207 431 2 993 


48 607 


2 285 


63 


29 


52.0 


37.7 


300 


3.0 


36 


Indonesia 


22 


49 647 


140 559 21 


6 798 


45 


63 




83.8 


78.0 


740 


4.2 


67 


Maldives 


1 


249 


29 0 


2 


0 


88 


40 


93.2 


93.0 


820 


7.2 


62 


Western PBclfiie|||ji|l|: 
















iiii 






iiiii 


PP 


Cook islands 




4 


0 


0 


0 
















Kiribati 


0 


253 


0 


299 


0 


99 


16b 






710 


"0.5 




Marshad (s/ands 






0 


0 


0 
















Micronesia, Federated 


























States of 




173 


0 


905 


0 
















Mongolia 


"0 


1 730 


0 


177 


4 






82^9 


ill 


390 


a2 


33 


Nauru 


0 


4 


0 




















Niue 


0 


2 


0 


'2 


0 


100 


m 












Paiau 






0 


0 


0 
















Samoa 


'1 


45 


0 


0 


0 










950 




100 


Tonga 




23 


0 




0 


100 


100 






1530 


'6.5 


31 


Tuvalu 




19 


0 


0 


0 


100 


85 













3.3 
1.5 



° Italics indicate less popubws Memlwr States (under 1 50 000 population in 1990). 
^ Totals exclude vaccireossocioted ond impoitec cases. 

^ The thfee targets in WHO's strategy fof health for cll bv the yecr 2000 rebing to heo-tti stotus ore: life expe<:tan(y Gt birtti above 60 yeofs; jnder-5 mcrroli*Y rote belcw 70 per 1 000 live b:nlis; infant 

rnortolity rote below 50 per 1 000 live biftis. 
^ Estimotes for republics of former USSR should be regarded as preliminory. 
^ Dota refer to the Federal Republic of Sermony before unificoHon. 
^ Prelimin 3 fy estimate. 
...Dota not Dvcilable or not opplicable. 
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Table B. Analytkal tabulations 



l^vclopMl world Dovelofiiiig world 



lidlcarM' 

■ -■■ 


YMr 


Unil 


WHO 

Menbef 
Slates 


Tola! 


l>eveloped 

market 
economics 


Economies 

In 

iraasirHin 


Total 


DovBle^iQ 
coontries 
olhor tboM 
LDCs 


LMSf 

lievaloped 
coMtnes 

IIDfcV 


Population 


1995 


millions 


5 701 


1 214 


823 




^ HO/ 


POP 


309 


Grov<jt[i rate per annum 


1990-1995 


% 


1.6 




n fi 


n 9 


1 Q 




C.si 


Population under 15 years 


1995 


millions 


1 799 


249 


157 


92 


1 550 




9^7 


Percentage cf total pcpulatiori 


1995 




32 


21 


19 


24 


35 






GroMh rate per annum 


1 990-1 995 


% 


1.1 


-0.4 


0.1 


-1 .1 


1 4 


1 1 


9 7 '::;- 


Population aged 65 years and above 


1995 


millions 


370 


159 


115 


44 


211 


193 


18 ■ 


Percentage of total population 


1995 




6 


13 


14 


1 \ 




5 


1 

i3 


Gro'Aith ra:e pef annum 


1990-1995 


% 


2,6 


2 


1.6 


2.9 


3 2 


J .c 


9 fi 


Elderly support ratio (65+/20-64) 


1995 


% 


12 


22 


23 


19 


9,2 


9.5 


7 


Population in urban areas 


1995 


millions 


2 572 


895 


636 


260 


1 677 


1 544 


1 33 


Percentage of total population 


1995 




45 


74 


77 


66 


37 


40 


CO 


Growth rate per annum 


1990-1995 


% 


2.6 


0.8 


0.8 


0 7 


3.6 


3.5 


5.3 


% in megaclties (> 8 million) 


1996 


% 




g 


12 




1 1 


19 




Life expectancy at birth 


1995 


years 


65 


75 


77 


U9 


DM 


Ou 


Oc. :^> 


Life expectancy at birti, female advantage 


1995 


years 


4 


7.3 


6.4 


^ 7 

9.1 


c, 0 


o 

o 


9 


Adult literacy rate, both sexes 


1995 


% 


77 


QQ 






r U 


7Q 
(6 


/to 

49 


Adult literacy rate, females 


1995 


% 


71 


98 








\jr\ 


00 


Crude deatti rate 


1995 


per 1 000 population 


9 1 


10 


9.3 


1 1 4 


0.0 


O 
O 


1 4. A. 


Age and sex standardized death rate 


1990-1 995 


per 100 000 population 


938 


573 


474 


803 


1 051 


9530 


1 VDO 


Age-specif c death rates: 




















5-19 


1990-1995 


per 1 00 000 population 


218 


53 


37 


79 


249 


191 


009 


20-64, males 


1990-1995 


per 100 000 population 


594 


588 


426 


948 


596 


653 


Qfi7 


20-64, females 


1990-1995 


per 100 000 population 


412 


279 


227 


390 


458 


408 


856 


65 years and above 


1990-1995 


per 100 000 population 


6 196 


5 637 


5 285 


6 60^ 


6 632 


6 541 


7 614 


Under-5 mortality rate 


1995 


per 1 000 live births 


32 


16 


9 


29 


91 


75 


156 


Infant mortality rate 


1995 


per 1 000 live births 


60 


13 


7 


24 


fi? 


^1 

Dl 




Perinata' mcrtality 


1995 


npr 1 Onn livp hirth^ 

JJCI 1 vUv live L/IILllO 




Id 


Q 
0 




I>o 


D 1 


fi'5 
OO 


Neonatal mortality 


1995 


per 1 000 live births 


36 


0 
9 


C 


1 D 


JO 


OO 


Do 


Maternal nrortality ratio (pregnancy-related) 


1990 


per 100 000 live births 


430 


30 


13 








1 UOU 


Total fertility rate 


1995 


per woman 


3 


1,8 


1.7 






u. 1 


O.t) 


Institutional delivery 


1990 


% live births 


44 


97 


98 


95 


37 


41 


9n 


Unsafe abortion 


1990 


per 1 000 15-49 women 


14 


7 


1 


22 


17 






Anaemia in pregnant women 


1990 


% prodnant women 


51 


18 


18 


1 6 


56 


c;7 
iJf 


CO 


Underv^'eight prevalence among preschool 




















children 


1995 


% children aged under 5 


28 


2.9 


2.3 


4.2 


31 


9Q 

C9 


4n 
*tu 


Inrmjn zation coverage: BCG' 


1995 


% rhilrirpfi hv 1? mtintht: 


88 


90 


84 




aft 


01 
9 1 


7<; 
/3 


Immjnization coverage: DPT3 


1996 


% children by 12 months 


81 


87 


88 


oo 


0 1 


fit; 




Immunization coverage: OPVS 


1995 


% children by 12 months 


83 


88 


88 


89 




00 


Co 


Immunization coverage: measles 


1995 


% children bv 12 month'; 


80 


85 


83 




/ 9 


R9 


00 


Immunization coverage: HBV3 


1995 


% children by 12 months 


5 


g 


7 


-| -| 


g 




r 9 


Imnunization coverage: tetanus toxoid 2" 


1995 












AO. 


4y 




HIV prevalence rate among adults (estimates) 


1994 


ner 1 00 000 ;iriiil'"s 


585 


1 94 


279 


1 ^ 


D9 1 


499 


A IhA 


HIV/tut^erculDsis co-infection among adults 




















(estimates) 


1994 


%HIV infected adults 


43 


11 


11 


17 


45 


43 


48 


Access to safe water 


1995 


% 










76 






Access to adequate sanitation 


1996 


% 










34 






Gross national product (GNPi psr capita 


1993 


US$ 


4 554 


16 407 


23 262 


1 992 


965 


1 043 


210 j 


External deot/GNP ratio 


1991-1993 




















average 


% 


38 


23 




23 


41 


40 


86 ::: 


Public education expenditure as % of GNP 


1992 






5.3 






4.1 






Military expenditure as % of GNP 


1993 






3.4 


29 


93 


3.1 


3.1 


2.3 ; 


Military expenditure per capita 


1993 


us$ 




605 


651 


465 


41 


45 


7 



^ Only countries which recomnerd B(G immuniiotion routinely forinfonls aged <1 are token into considefolion. 

Devabping countfies cnly. 
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